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APPENDIX ABSCESS COMPLICATED BY 
INCARCERATED HERNIA OF SCAR OF 
APPENDIX OPERATION 


Dr. H. B. Lover, F.A.C.S.: This patient rep- 
resents a simple but important point. A young 
man of 32, having been sick for two weeks with 
a little temperature, vomiting and abdominal 
pain, enters the hospital with a diagnosis of 
strangulated hernia. He was operated upon for 
appendicitis 25 years ago, there being scars of 
two incisions. At the outer of these scars, which 
was obviously a drainage sear, there was an in- 
carcerated hernia 3 inches in diameter, but un- 
der the hernia a distinet mass was palpable. 

The point I want to make to you is one that 
comes up too frequently with us here. About a 
dozen times a year we have a patient who has 
been operated upon for appendicitis at some- 
time, but the patient does not know whether the 
appendix has been removed or not. I am not 
arguing that an appendix ought to be taken out 
in every case of acute appendicitis, as there are 
many times when it is the part of wisdom to 
drain without appendectomy. But a dozen times 
a year we meet a trying diagnostic problem in a 
patient with an acute or semi acute condition, 
who shows a sear of appendix abscess drainage, 
the patient knowing only that he had been oper- 
ated upon previously for acute appendicitis. 
Therefore always be sure when you have drained 
an appendix abscess without appendectomy that 
the patient knows that the appendix was not 
taken out. Perhaps they will never hear from it 
again, but this man 25 years later has an acute 
appendicitis with abscess, the diagnosis not sus- 
pected promptly because he presumed that he 
was without an appendix. 


A CUTANEOUS TEST OF ARTERIAL 
COMPETENCY 


Dr. H. B. Lover: The other thing I want to 
speak about was described by Cohen and Stern 
in an article in the Journal of the A. M. A. of 
October 23, 1926, in which they call attention to 


4 simple cutaneous test which has value in deter- 
mining the competency of the arterial circula- 


tion in an extremity. I think their interest in 
this started from some work of McClure. They 
have found—and I have done a number of these 
myself in the last few weeks and am satisfied 
that the accuracy of this test is real—that when 
you make true intradermal wheals of normal 
salt solution at intervals of six or eight inches, 
starting from the great toe and going up the 
thigh, if the arterial circulation is impaired, you 
will get a marked degree of difference in the 
rate in which those wheals disappear. The nor- 
mal time for the wheal to disappear so that you 
cannot feel it is about 60 minutes. When arterial 
circulation is impaired, the rate of absorption is 
much more rapid. 


To show how marked the discrepancy is, if 
you have a beginning gangrene, you will find the 
wheals will disappear in as short a time as four 
minutes. The wheals will disappear more rapid- 
ly the greater the degree of arterial obstruction. 
If there is arterial obstruction, the tissues are 
dry and the fluid is taken up more promptly. 
This holds true whether the obstruction is sud- 
den, as in traumatic obstruction, or is a slowly 
increasing obstruction, as in arteriosclerosis. 

I have brought several patients down to show 
the value of this. A healthy young boy with 
compound fracture of both bones below the knee 
and obvious circulatory disturbance finally came 
to amputation for gangrene of the lower foot 
with the demonstration that the popliteal artery 
had been torn across by fragments of the orig- 
inal fracture. In his case the wheals disap- 
peared in five minutes at the dorsum of the foot, 
in fourteen minutes over the calf, in thirty-five 
minutes over the knee, where there was a normal 
region, and in sixty minutes on the upper thigh. 

The next case, an elderly woman, had a per- 
forating ulcer with osteomyelitis of the meta- 
tarsal. Suspicious of arteriosclerosis because of 
the ulcer, the absorption time was found to be 
six minutes on the dorsum of the foot, thirty 
minutes over the knee, and fifty-five minutes on 
the upper thigh. Local excision of the fifth 
metatarsal was done. Six weeks later she de- 


veloped a typical gangrene of the foot, and at 
amputation, the femoral artery was found to be 
thrombosed above the knee. 
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Here is an elderly woman who has an absorp- 
tion time that is less than nine minutes at the 
foot, but sixty minutes on the upper part of the 
thigh; in other words, she has arteriosclerosis 
with incipient gangrene. 

I can see uses for this simple test in determin- 
ing whether a trivial lesion of the foot is really 
the first evidence of gangrene due to arterial 
obstruction ; and further, it will help materially 
in recognizing a still earlier stage of arterial 
obstruction—the stage of pain in the foot, but 
with no lesion. 

This patient has a varicose ulcer on the lower 
leg, and that it was worth while to do a skin 
graft is proved by the good results. Incidentally 
in this patient there is marked arterial insuffi- 
ciency, but, in spite of this, the grafting has been 
satisfactory. Her absorption time is twelve min- 
utes on the dorsum of the foot, which, of course, 
is much diminished over the forty-five minutes 
for her lower thigh. 

I will show how these wheals should be made— 
take two-tenths of one ¢.c. of normal salt solu- 
tion in a syringe and make a wheal, which must 
be a truly intradermal wheal. You ought to be 
able to see the eye of your needle after it is in 
the skin. Measure the time until they disappear 
to the touch. Normally the wheal will be pal- 
pable for about sixty minutes; if the circulation 
is impaired, the wheal may not be palpable for 
more than four minutes, in which case you are 
on the ragged edge of gangrene. 

Dr. R. C. LARRABEE: What happens in ve- 
nous obstruction? Is the absorption time in- 
creased ? 

Dr. H. B. Loper: If there is true edema the 
test is not of value. So far as I know, venous 
obstruction does not interfere with the test. A 
simple conception of this test is that when the 
tissues are short of fluids, the salt solution is 
taken up with increased rapidity. 

Dr. W. R. Morrison: Would lowered blood 
pressure make that disappear ? 

Dr. H. B. Loper: Lowered blood pressure is 
not the basic factor here, and I do not think 
affects this test. 


LOBAR PNEUMONIA WITH 
MENINGISM 


Dr. E. A. Locke: This patient is less im- 
portant than his history. He is a boy, 11 years 
old, and his past history is negative except for 
an attack of otitis media three years ago and 
frequent attacks of tonsillitis. The day before 
admission (11 days ago) he felt chilly and méan; 
during the afternoon he had several periods of 
chilliness. When admitted to the hospital the 
following day, he had very severe pain in his 
epigastrium associated with persistent vomiting 
and very severe headache, with slight delirium. 
There were no pulmonary symptoms. 


_. Examination showed nothing abnormal in the 
lungs except questionable dulness and slightly 
diminished respiration over a small area at the 
right base. No rales were heard. The pupils 
were equal and reacted normally. The neck was 
rigid and passive movement of the head was very 
painful. There was a positive Babinski on the 
left; Kernig’s sign was positive. The white 
blood count was 16,300. The cerebro-spinal fluid 
was normal. 

On the following day positive signs of solidi- 
fication were present at the right base, thus es- 
tablishing the diagnosis of pneumonia. The case 
is interesting as a rather striking example of 
pneumonia with early symptoms and _ signs 
pointing to meningitis. 


PNEUMONIA ASSOCIATED WITH 
RHEUMATIC FEVER 


Dr. E. A. Locke: This man of 28, an Irish 
laborer, had a typical, severe and prolonged at- 
tack of rheumatic fever at the age of 11, a 
second at the age of 22, and since then three 
other attacks. He came into the hospital with 
a history of three weeks of severe arthritis. 
Nearly all the joints of the body had in turn 
been infected. He had been in bed most of the 
time. One or two days before entrance to the 
hospital he had developed a slight cough with- 
out other respiratory symptoms. At the time of 
entrance he presented a typical picture of rheu- 
matic fever. Nearly all his joints were swollen 
and inflamed. He had extensive signs of bron- 
chopneumonia in the right back and at the end 
of two days similar signs appeared in the left 
back also. X-rays confirmed these findings in 
the chest. The sputum was never bloody or ten- 
acious. 

The case is one of typical rheumatic fever 
associated with bronchopneumonia. A good deal 
has been said regarding the association of pleu- 
risy and rheumatic fever. The association ap- 
pears to be a rather common and a well estab- 
lished one. _ The etiologic significance is not 
known. Qn the other hand, the relation of rheu- 
matic fever to pneumonia is less well established 
although a great deal of discussion of the sub- 
ject is to be found in medical literature. Rabin- 
owitz has recently published a minute descrip- 
tion of the type of pneumonia seen with rheu- 
matie fever. This form of pneumonia is des- 
cribed as a rather vague one, more suggestive of 
the bronchial type without rales, or definite 
signs. of solidification. This case seems to hold 
true to that type. But very few cases have been 
studied pathologically. The process is des- 
eribed as a ‘‘splenization’’ of the lung with col- 
lapse of the bronchi and alveoli, as seen in atelec- 
tasis. The lung tissue shows edema and hyper- 
aemia. It seems to me, as I have gone over the 
article, that the case is far from proved. We 
have no definite evidence in these cases that the 
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pneumonia is due to the specific virus of rheu- 
matie fever. In this instance we have no more 
help from the sputum examination than the re- 
port of a type IV pneumococcus. The associa- 
tion of the two diseases is an interesting one, 
however. We have had three similar cases on 
Dr. Peabody’s service during the past six 
months. 


LANTERN SLIDES OF LIPIODAL 
INJECTIONS IN LUNG ABSCESS 


Dr. L. M. FreepMAN, F.A.C.S.: This series of 
slides represents an interesting study we have 


FIGURE 1. January 17, 1927. 


been carrying on in our cases of lung abscess. We 
have been using the bronchoscopic method with 


FIGURE 2. February 1, 1927. 


the injection of lipiodal. This first x-ray picture, 
Figure 1, is typical of an abscess. It shows out- 


lined a definite cavity. What is the character 
of the lining of this cavity? On that, from my 


FIGURE 3. February 1, 1927. 


definite wall, it may prevent further spread of 
the infection. If it is not a definite wall, even 
after the abscess is apparently emptied, it may 
spread in any direction, as if by a progressive 
edema invading the tissue, and cause continued 


FIGURE 4. February 3, 1927. 


destruction. Figure 2 shows the fluid level with 
patient sitting upright. You can see the line of 
demarcation distinctly. Figure 3 taken with 
the patient lying on the left side, shows the fluid 
level changed with position, and the air above 
it. Figure 4 shows the lipiodal injection in the 
cavity, some fluid above it, and still an air space 
above that. Figure 5 shows the same thing with 
the patient on his right side. It is interesting to 
note the change of shape of the lipiodal filled 
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cavity in the other plane. Figure 6, taken ten 
days later, shows the abscess cavity clearing up 
and the remains of the lipiodal. You no longer 
see a large cavity. You do see a number of smal! 
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FIGURE 5. February 3, 1927. 


cavities filled with lipiodal. What has taken 
place here? Have we a fibrosis, with healing 
taking place, or have we a swollen congested 
lung encroaching on the large cavity and leaving 
smaller interstices to represent the remaining 


FIGURE 6. February 19, 1927. 


cavity? The patient seemed to improve, the 
secretion lessened, the odor practically disap- 
peared, and the cough no longer bothered the 
patient. In fact, the patient asked for more of 
these injections because he felt that it was mak- 
ing him more comfortable. In spite of these 
facts, the patient was losing weight and 
strength and, though he had no temperature, it 


was becoming evident that he was suffering from 
toxic absorption. The condition was very much 
like the brain abscesses which are not lined with 
a definite abscess wall, but by a sort of oedema- 
tous tissue, which finally, after spreading back- 
ward, breaks into the ventricles. <A plate taken 
one week later showed a general clouding of the 
lower and middle lobes of the right lung with a 
few small cavities. The process was definitely 
spreading though not breaking down. The pa- 
tient coughed little and brought up very little 
secretion. Bronchoscopically, very little secre- 
tion could be suctioned away. The patient failed 
rapidly. Figure 7, taken 16 days later, just one 


FIGURE 7. March 14, 1927. 


day before the patient died, shows clouding of 
the lower two-thirds of the right lung. Clinical 
examination showed a typical bronchopneu- 
monia. The temperature remained normal, but 
the patient died of toxic absorption. There was 
a generalized spreading of the process analagous 
to the spreading of an abscess in the brain. The 
patient did not succeed in acquiring immunity 
against the infection. 


APPENDECTOMY, COMPLICATED BY 
PYLEPHLEBITIS 


Dr. I. J. Wauker, F.A.C.S.: I want to speak 
of one of the possible complications of appendic- 
itis with pus, that is, pylephlebitis with liver ab- 
scess. This patient entered the Hospital on Jan- 
uary 8th, 1927, with a history of appendicitis of 
three days duration. He was operated on that 
night and a ruptured appendix found. The ap- 
pendix was removed and the abdomen drained. 
For the next nine days he went along normally, 
considering the fact that peritonitis existed at 
the time of operation. Then he started running a 
temperature. The white count at that time was 
12,000. The blood yielded a positive culture of 
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colon bacilli. He complained of pain in the epi- 
gastrium and right upper quadrant. He had 
some vomiting. There was no abdominal dis- 
tention and no increase in-respiration. He began 
at this time to have chills. X-rays showed a 
high diaphragm on the right, but nothing ab- 
normal in the chest cavity itself.. The liver dul- 
ness extended downward considerably farther 
than it normally should. It was thought that 
he had a subdiaphragmatice abscess which was 
pointing in the right upper quadrant. — At opera- 
tion they found no subdiaphragmatic abscess, 
but did find an enlarged liver. The wound 
closed except for a drain which was inserted be- 
neath the liver. 

He continued to run a septic temperature and 
to have increasing pain in the right upper quad- 
rant, with chills and loss of weight. Again 
there was a positive blood culture of colon bacil- 
li. He was given mercurochrome twice without 
benefit. It was then felt that with all these 
signs and symptoms, namely, chills, a high tem- 
perature, tenderness over the liver, a large liver, 
a high diaphragm, a fairly high white count 
and nothing to be found in the chest, he must 
have a liver abscess, We felt justified in going 
in again to explore the liver. Previous to doing 
the latter we felt an induration to the left of the 
umbilicus. We made an incision in this loca- 
tion and found a lot of thickened glands on the 
mesentery of the small intestine. One of these 
was opened, but no pus was found. An incision 
was then made over the liver. The exploring 
needle finally revealed an abscess in the right 
lobe of the liver. Multiple abscesses were found 
communicating with the large abscess cavity. 
The latter was drained by a large rubber tube. 
Immediately there was a drop in his tempera- 
ture, and, judging from the chart, he was ap- 
parently improving. He had no more chills. 
His white count came down, but not to normal. 
There was practically no more pain and no vom- 
iting. From that time on, however, the man be- 
gan to lose weight from day to day, becoming 
very emaciated. He poured out tremendous 
quantities of bile and the stools were clay-col- 
ored. Transfusion was done without benefit. 
We then thought that possibly this great loss of 
bile might account for his rapid emaciation and 
failing condition. We decided to collect the bile 
from the sinus, open the jejunum, and put the 
bile into the intestinal canal in this way. We 
did a jejunostomy, collected the bile with a 
pump, and injected it into the jejunum. Un- 
fortunately, that experiment did no good and the 
patient finally died. : 

The instructive part of the autopsy findings 
are those typical of the condition of pylephle- 


pea with liver abscess, secondary to appendici- 
is: 


‘‘There is slight engorgement of the veins at 
the lower end of the esophagus. A large abscess 


on the outer surface of the stomach has eroded 
its way through the mucosa and is discharging 
a thick creamy exudate into the stomach cavity. 
The contents of the duodenum are not bile 
stained and pus can be expressed from the am- 
pulla of Vater. The jejunum is knotted by ad- 
hesions. The ileum is dark purple but not gan- 
grenous; the walls are engorged, dull, red and 
roughened by adhering fibrous tags. The wall 
of the cecum, purple and easily torn, is partial- 
ly surrounded by a large abscess cavity, from 
which. five ounces of pus were removed. 


Pancreas: There are numerous abscesses 
above and below the pancreas and also about the 
portal vein and bile duct in the pancreas. 


Inver: Weight 1920 gm. It is brownish red 
with sharp margins. The surface of the left 
lobe is smooth and glistening. The right lobe 
is bound to the parietal wall and bile and pus 
flow from the liver through a wide sinus out to 
the skin surface, pus exudes from the superior 
surface through many small openings. The 
liver is soft but not grossly enlarged. On sec- 
tion, the entire surface is mottled with small and 
large soft, irregular, yellow (bile stained) ab- 
scess cavities. The yellow material seems quit 
firm in some places, in others it is soft. The 
walls of the veins which join to form the hepatic 
vein are smooth and glistening. The portal 
vein and its branches are dilated, the walls are 
thickened and covered by a yellow soft necrotic 
exudate. On tracing out the portal vein and the 
mesenteric veins to their origin the small veins 
about the ileum and cecum are solid and throm- 
bosed, farther along, the walls are thickened, 
roughened, and yellow and as the veins enlarge 
they are filled with pus, and any pressure on the 
abscesses in the mesentery causes a flow of pus 
into the lumen of the vessel. The splenic vein 
except at its junction with the superior mesen- 
terie was negative. Gall bladder filled with thin 
yellowish fluid. Contains no concretions and 
shows no gross lesion. ; 


ANATOMIC DIAGNOSIS 


Ascending suppurative pylephlebitis. 
Multiple liver abscesses. 
Multiple abscesses in the mesentery, about the 
cecum and pancreas and stomach. 
Rupture of an abscess wall into the stomach. 
Biliary fistula from the liver. 
: aa bronchopneumonia of the lower right 
0 9? 


These cases of pylephlebitis, as a complication 
of appendicitis, seem to occur where pus has 
been confined for a considerable period of time 
either previous to or following operation. You 
do not ordinarily see them where the abdomen is 
drained and no residual abscess follows. In this 
case the appendix region was drained, but a 
pocket of pus remained as a constant source of 
spreading infection. 
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Some months ago they had on the medical 
service a case similar to this one. He was a 
stout individual, with an abdomen difficult to 
palpate. In this instance jaundice was present. 
After observation for a few days the diagnosis 
of gall-bladder disease with cholangitis was 
made. The surgeons, however, felt the case to be 
one of pylephlebitis secondary to an abscess 
about the appendix. This diagnosis was con- 
firmed by the operative findings. Jaundice is 
present in pylephlebitis in 16 per cent of the 
cases. 

The practical part of all this narrows down to 


the fact that the prognosis of pylephlebitis with 
liver abscess is very poor. Surgery offers little, 
except in the case where the abscess is single, 
which condition is unusual. 


APPENDECTOMY CONVALESCENCE COMPLICATED 
BY A PuzzuING PERSISTENT Post-OPERATIVE 
ELEVATED TEMPERATURE. Case presented and 
discussed by Dr. O. J. Hermann. 

VerRucous Eczema. Case presented and dis- 
cussed by Dr. T. W. Thorndike. 

CRETINISM. Case presented and discussed by 
Dr. M. J. English. 


CHRONIC BENZOL POISONING* 
A Report of Four Cases 


BY F. T. HUNTER, M.D., AND 8. S. HANFLIG, M.D. 


AuTHouGH benzol poisoning is of relatively 
rare occurrence either in the clinie or in in- 
dustry, it probably oceurs frequently enough to 
warrant attention’ being called to its clinical 
manifestations, and to the seriousness of its ef- 
fects on the body. 

Four cases are here reported from the Medical 
Service of the Massachusetts General Hospital. 
Three of these have come into the hospital with- 
in the past four months. 
other cases must be occurring in the industries 
using benzol as a solvent, and for this reason the 
clinical picture is described in detail trusting 
that it may aid in the detection and treatment of 

other eases in the incipient stage. 


Case I. A single male Nova Scotian factory worker 
of 37 entered the Out-Patient Department on July 18, 
1917, complaining of bleeding gums, cough, general 
weakness and dizziness. He was referred into the 
house and entered the ward on July 24. 


Past History: He had had “rheumatism” in the 
left hip at the age of 12 resulting in stiffness of the 
joint. He had had malaria at 22. He used alcohol 
in considerable amounts. 


Occupational History: Prior to 10 years ago he 
had worked in a rubber shoe factory glueing on rub- 
ber heels with a cement. For the past 10 years he 
has been employed in a factory manufacturing imita- 
tion leather, his work consisting of smearing a paste 
onto sheets of cloth. The paste was said to contain 
benzol, wood alcohol, castor oil, and guncotton. The 
working conditions were poor, the paste gave off a 
bad odor and the ventilation was inadequate. 


Family History: One brother had worked in the 
same factory with the patient and three years ago, 
after an illness of three weeks, died with symptoms 
similar to those now shown by the patient. 


Present Illness: Four or five years ago he had an 
“anemia” associated with loss of strength and weight. 
He was sick for 11 weeks. Three years ago he began 
to notice an occasional bleeding from the gums. This 
became gradually worse until during the past few 
weeks there has been a constant oozing. For the 
past two years he has been getting up three times a 
night to urinate. For the past three months he has 
noticed a gradually progressing weakness associated 
with dizzy spells, faintness, pallor and a dry cough. 


*From the. Medical Service of the Massachusetts General Hos- 
pital, Boston. 


This means that many ; 


About two weeks ago he noticed frequent night 
sweats, began to complain of a very sore throat and 
was forced to stop work. During his present illness 
he has had occasional frontal and temporal head- 
aches. His weight three years ago was 169 pounds, 
three months ago 150 pounds, and at present is 129 
pounds. 


Physical Examination showed a well developed and 
nourished man with pallor of the skin and mucous 
membranes. There was marked pyorrhea and bleed- 
ing of the gums. The lungs showed slight dullness 
with increased tactile fremitus and bronchial breath- 
ing at the right apex, increased tactile fremitus at 
the right base posteriorly, and fine expiratory rales 
in the left axilla. There was a left lateral scoliosis 
of the spine and an asymmetrical pelvis. The left 
hip was stiff. On the skin of the right shin was a 
dime-sized purpuric spot, and on both shins and knees 
were several non-pigmented scars. The rest of the 
examination was negative. 


Laboratory Examinations: The urine showed the 
slightest possible trace of albumin at six of eleven 
examinations. The Wassermann was negative. Blood 
culture gave no growth. The blood on admission 
showed the following: W. B. C. 2,100; R. B. C. 
1,688,000; Hgb 60%; Polynuclears 38%; Small mono- 
nuclears 27%; Large mononuclears 31%; Transition- 


als 4%. The majority of the polynuclears were young 


forms of two lobes or less. Moderate variation in size 
of the red cells; reticulated cells 114%; the platelets 
almost absent. Clotting time 7 min. Bleeding time 
17 min. 


Clinical Course: Temperature, pulse and respira- 

tions normal since entry. 

July 27. Transfusion today followed by a chill and 
temperature of 106. 

July 28. W. B. C. 4,500. R. B. C. 2,500,000. Much 
improved. Bleeding is less. 

July 29. W. B.C. 6,700. Temperature normal. Stools 
show occult blood. 


July 30. W. B.C. 2,200. R. B. C. 1,784,000. Bleeding 


time 10% min. 

July 31. W. B.C. 3,000. R. B.C. 2,560,000. Bleeding 
time 14% min. Diarrhea for the past two days. 
Stools still show occult blood. 

August 2. W. B. C. 3,000. R. B. C. 1,960,000. Tem- 
perature 102.8. 

August 3. Transfusion followed by chills and tem- 
perature of 105. 

August 4. W. B.C. 4,800. R. B. C. 2,072,000. Tem- 
perature normal. 

August 6. W. B.C. 2,000. R. B. C. 2,472,000. 


< 


August 7. Temperature 104.3. No cause found. 4 


> 
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August 8. W. B. C. 2,400. R. B. C. 2,416,000. Bleed- 
ing from the gums continues. 

August 9. W. B. C. 3,800. R. B. C. 2,488,000. Trans- 
fusion of 250 cc. followed by a chill and tempera- 
ture of 104. 

August 12. W. B. C. 2,600. R. B. C. 2,560,000. Im- 
proving; gums bleeding less. 

August 15. W. B.C. 3,000. R. B. C. 3,112,000. Plate- 
lets seem more numerous in smears. Bleeding 
from the gums has stopped. Stools negative for 
blood. 


August 18. W. B. C. 5,800. R. B. C. 2,000,000. Up 
in a chair. 
August 21. W. B.C. 3,500. R. B. C. 3,600,000. One 


myelocyte seen. 

August 24. Polynuclears 64%, 
Transitionals 2%. 

August 26. W. B.C. 2,800. R. B. C. 2,225,000. Plate- 
lets increasing. Discharged. 


Lymphocytes 34%, 


Out-Patient Department: November 24, 1917. Still 
slightly pale but much better. W. B. C. 14,600; R. 
B. C. 4,000,000; Hgb 80%. Polynuclears 67% (the 
majority are one or two lobed); Lymphocytes 23%; 
Transitionals 8%; Eosinophiles 0.5%; Unclassified 
1.5% (large mononuclears with very deep blue rough 
cytoplasm). 

Reéntry: April 1, 1920. 

Interval History: After leaving the hospital the 
patient went back to work at another job in the same 
factory, but in the same room in which he previously 
worked. In November, 1919, he began having dizzi- 
ness after bending over. For the past year he has 
noticed a little dark blood in his stools, and this has 
occurred more and more frequently until now it is 
practically constant. Dyspnea, headaches and a dry 
cough have recurred, and seven weeks ago he had 
to stop work on account of pallor and weakness. 
Three weeks ago he began to bleed from the gums. 

Physical Examination showed a well developed and 
nourished man with marked pallor. There were 
petechial hemorrhages on the legs, arms, hard palate 
and conjunctivae. The teeth were carious, the gums 
bleeding. The rest of the examination was essen- 
tially negative. 

Blood Examination: W. B. C. 7,000; R. B. C. 
1,900,000; Hgb 60%. Polynuclears 33%; Lymphocytes 
60%; Large mononuclears 5%; Eosinophiles 2%. 
The smear showed slight achromia, and slight varia- 
tion in size and shape. A few tailed cells. Platelets 
markedly decreased. Reticulated cells 0.5%. Bleed- 
ing time 9 min. Clotting time 21 min. No clot re- 
traction. The serum was yellow. The fragility test 
was normal. 

Clinical Course: 

April 2. W. B. C. 5,600. R. B. C. 2,100,000. 

April 5. W. B.C. 2,600. 

April 9. Transfusion (non-citrated blood). 
action. 

April 10. W. B. C. 5,000. R. B. C. 2,637,000. 

April 12. W. B. C. 6,200. R. B. C. 2,512,000. Poly- 
nuclears 78%. 

April 14. W. B. C. 9,600. R. B. C. 3,080,000. Poly- 
nuclears 85%. 

April 19. Transfusion (non-citrated blood). No re- 
action. W. B. C. 5,000. R. B. C. 3,150,000. Poly- 
nuclears 41%, Lymphocytes 47%, Large mono- 
nuclears 8%, Eosinophiles 4%. Platelets still 
markedly decreased. 

April 20. W. B.C. 4,200. R. B. C. 3,256,000. Reticu- 
lated cells 2%. 

April 22. Much improved. W. B. C. 9,200. R. B. C. 
3,928,000. Polynuclears 48%. 

April 26. Looks and feels well. 
Reticulated cells 0.4%. 

April 27. Discharged relieved. There was no fever 
during his stay in the hospital. 


Case II. A married Italian leather worker (male) 


No re- 


R. B. C. 3,405,000. 


of 34 entered the Out-Patient Department on March 

11, 1927, complaining of epistaxis, bleeding gums and 

pallor. He was referred into the house and entered 

the ward on March 16. His family, marital and past 
histories were essentially negative. 

Present Illness: Four months ago the leather com- 
pany which employed the patient began using a new 
paste. The patient’s work consisted of daubing this 
paste on raw hides. After using the new compound 
for four weeks, he developed lacrymation, photopho- 
bia and epistaxis. The latter occurred on an average 
of once a day, soaking four to five handkerchiefs. 
Gradually it has increased so that recently it has 
occurred about five times a day. Three weeks ago 
he was forced to stop work and since then these symp- 
toms have been less severe. But about this time his 
wife noticed that he was pale, and soon thereafter 
he began to have bleeding of the gums, excessive 
fatigability and occipital headaches on rising. He 
also noticed frequent dizziness, an increased tendency 
to sleep and dyspnea on exertion. Since the onset 
of his illness he has had frequency of urination and 
nocturia. His appetite has markedly decreased. 
There has been a loss of nine pounds during the past 
three weeks. Except tor three glasses of wine a day 
his habits have been excellent. 

Physical Examination showed a well developed and 
nourished man with extremely pale skin and mucous 
membranes. The lips were slightly cyanotic, the 
sclerae slightly icteric. There was an area of old 
ecchymosis on the right elbow. The teeth were cari- 
ous with bleeding of the gums around the central 
incisors. The tonsillar pillars were red. Except for 
a soft systolic murmur heard all over the precordium 
the heart was negative. The right kidney was pal- 
pable. The rest of the examination was negative. 

Laboratory Examinations: The urine was negative 
at all examinations. Wassermann negative. Stools 
negative. The blood on admission showed: W. B. C. 
3,000; R. B. C. 1,700,000; Hgb 55%. Polynuclears 
36%; .Large lymphocytes 4%; Small lymphocytes 
22%; Atypical lymphocytes 9%; Large mononuclears 
10%; Atypical large mononuclears 17%; Eosinophiles 
2%. Smear showed marked variation in size and 
moderate variation in shape of the red cells with 
little or no achromia; a few polychromatophilic cells; 
platelets rare. The polynuclears were chiefly young 
forms. Bleeding time 8 min. Clotting time 20 min. 
No clot retraction. Fragility normal. Icterus index 2. 

Clinical Course (The temperature and blood charts 
are shown in Figures 1 and 2): 

March 17. Bruises on the knees where the reflexes 
were tested yesterday. A petechial spot on the 
right upper arm and several black and blue spots 
scattered over the trunk. Nares filled with liquid 
blood. Oozing from the gums has ceased. The 
Industrial Clinic reported that the solution used 
by the patient contained 40% benzol. Transfused 
without reaction. Seven hours later the blood 
showed: W. B. C. 1,350; R. B. C. 2,210,000. 


March 18. W. B. C. 1,000. R. B. C. 1,850,000. Poly- 
nuclears 46%. 

March 19. W. B.C. 1,550. R. B. C. 2,050,000. Retic- 
ulated cells 1.6%. 

March 20. W. B. C. 1,000. R. B. C. 2,400,000. 

March 21. W. B. C. 1,800. R. B. C. 2,300,000. Retic- 
ulated cells 1.8%. 

March 22. W. B. C. 1,800. R. B. C. 2,000,000. Poly- 
nuclears 40%. 

March 23. Transfused without reaction. ~ 

March 24. W. B.C. 2,000. R. B. C. 2,400,000. Retic- 
ulated cells 1.5%. 

March 26. W. B.C. 2,000. R. B. C. 3,200,000. Retic- 
ulated cells 2.2%. Polynuclears 65%. 

March 28. W. B. C. 2,300. R. B. C. 3,000,000. Clini- 
cally much improved. 

March 29. W. B.C. 2,400. R. B.C. 3,200,000. Retic- 


ulated cells 2.5%. 
March 30. W. B.C. 3,000. R. B. C. 3,500,000. 
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March 31. W. B. C. 3,300. R. B. C. 3,800,000. Retic- 
ulated cells 3.2%. Polynuclears 55%. Trans- 
fused without reaction. 

April 2. Two mild nosebleeds today but is showing 
continuous improvement. 

April 4. W. B. C. 3,000. R. B. C. 3,300,000. Reticu- 
lated cells 2.4%. 

April 6. Discharged improved. He had gained six 
pounds. 

Out-Patient Department: The patient was seen on 

April 12, one week after discharge. He was doing 

well, had a fair appetite and no complaints. On April 


traction. Icterus index 8. N. P. N. 42 mg. per 100 cc. 

of blood. 

Clinical Course: During the patient’s stay in the 
hospital there was a rise of temperature to 100 on 
two occasions; the rest of the time the chart was 
normal. 

May 1. Pain in the right ear increased; complained 
of deafness and tinnitus. Ear consultant found 
an acute otitis media. Treated by hot irriga- 
tions and subsided within a few days. 

May 2. Transfused without reaction. W. B. C. 5,400. 
R. B. C. 2,990,000. 
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20 he returned complaining of epistaxis and bleeding 
of the gums, not as severe as before, and of abdominal 
cramps. His color was poorer than on the previous 
week. The white count was 2,800. 

Reéntry: April 30, 1927. For the past 12 days he 
had had mild epistaxis and slight oozing from the 
gums. He had lost his appetite, felt weaker, lost five 
pounds, and for the past two days had had soreness 
of the right jaw. 

The Physical Examination revealed nothing not 
noted on his previous entry. 

Laboratory Examinations: The blood on admission 
showed: W. B. C. 8,000; R. B. C. 2,752,000; Heb 55%; 
Polynuclears 77%; Lymphocytes 16%; Large mono- 
nuclears 6%; Eosinophiles 1%. Marked variation in 
size and shape of the red cells, with slight achromia 
and increased polychromatophilia. Platelets marked- 


ly decreased. Clotting time 15 min.; slight clot re- 


May 5. W. B.C. 5,100. R. B. C. 3,264,000. 

May 9. W. B.C. 8,200. R. B. C. 3,088,000. Polynu- 
clears 71%. Platelets slightly decreased. 

May 10. Slight bleeding from the right lower gums 
which was easily controlled. 

May 11. Transfused without reaction. W. B.C. 6,200. 
R. B. C. 3,584,000. 

May 13. Discharged improved. 


Case III. A married American leather worker 
(male) entered the Massachusetts Eye and Ear In- 
firmary on February 7, 1927, complaining of bleeding 
from the mouth. On account of his anemia a medical 
consultant advised transfer to the Massachusetts 
General Hospital, and this was done on the following 
day. His family and marital histories were nega- 
tive. 

Past History: Except for being in the habit of 
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drinking a gallon of wine each week, his past was 
nimportant. 
" Present Illness: For the past four months he had 
been employed in a tannery as a patent leather daub- 
er, using a paste said to contain linseed oil, “banana 
oil,” naphtha, lamp black and blue vitriol. Seven 
weeks ago his brother noted his pallor and thought 
that he had lost some weight. Four weeks ago the 
atient developed a sore throat accompanied by bloody 


sion showed: W. B. C. 1,650; R. B. C. 1,070,000; Hgb 
30%; Polynuclears 22%; Small lymphocytes 16%; 
Large lymphocytes 14%; Large mononuclears 10%; 
Eosinophiles 2%; Atypical cells with nucleoli pos- 
sibly immature bone marrow cells or myeloblasts 
22%; Large similar cells 10%; Immature myelocytes 
2%; Typical myeloblasts 2%. Platelets markedly re- 
duced; a few nucleated red cells seen, the other red 
cells were normal. Bleeding time 30 min. Clotting 


saliva. For the past three weeks he has tired easily, ‘time normal. No clot retraction. 
2&5 
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FIGURE 4 
Note: The transfusion charted on the 15th should appear on the 16th. 


experienced dyspnea on exertion, and complained of 
failing vision. 

Physical Examination showed a well developed and 
nourished man with sallow skin and pale mucous 
membranes. He was quite weak. Both fundi showed 
diffuse hemorrhages obscuring the discs, and central 
closure of the retinal veins. There were bloody 
sloughs on the mucosa of the cheeks and on the gums. 
A plug of black necrotic material was found in the 
space between the uvula and the right anterior ton- 
sillar pillar. The heart sounds were of poor quality. 
The rest of the examination was negative. 

Laboratory Examinations: The urine at one ex- 
amination showed 15 to 20 R. B. C. per high power 
field. It was negative at three other examinations. 


Clinical Course (The temperature and blood charts 
are shown in Figures 3 and 4). The patient was 
transfused with no reaction on the day of entry. 
After transfusion: W. B. C. 800; R. B. C. 1,360,000; 
Polynuclears 26%. 


Feb. 9. W. B.C. 1,000. R. B. C. 1,420,000. 

Feb. 10. Transfused; no reaction. 

Feb. 11. W. B.C. 550. R. B.C. 2,140,000. Hgb 40%. 

Feb. 12. W. B.C. 740. R. B. C. 1,770,000. 

Feb. 13. W. B. C. 1,260. R. B. C. 2,575,000 Trans- 
fused without reaction. 

Feb. 14. W. B.C. 1,100. R. B. C. 2,410,000. 

Feb. 15. W. B.C. 700. R. B. C. 2,575,000. 

Feb. 16. W. B. C. 700. R. B. C. 2,750,000 Trans- 


fused without reaction 


The Wassermann was negative. The blood on admis- 


Feb. 17. W. B.C. 500. R. B. C. 2,700,000. 
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Feb. 18. W. B. C. 650. R. B. C. 2,600,000 Still run- 
ning a septic temperature. X-rays of the chest 
are negative.. The newspaper today reports five 
other cases similar to this one in the same factory 

ra W. B. C. 340. R. B.C. 2,550,000 (after trans- 
fusion). The transfusion was followed by vio- 
lent chills. Earlier in the day the patient vom- 
ited material which was positive for occult blood. 

Feb. 20. W. B. C. 470. R. B. C. 2,750,000. 

Feb. 21. W. B. C. 670. R. B.C. 3,350,000. There has 
been a progressive mental change in the past 
few days. Is irrational today. During the night 
he had respiratory difficulty and caffeine was 

iven. 

Feb. 38. This morning there was a diffuse purpuric 
rash over the lower abdomen and chest. The 
lungs were clear and there was no evidence of 
fluid in the abdomen. At 3 P. M. he leaped out 
of bed with delusions of persecution and became 
quite violent. He soon became cyanotic and had 
labored respirations. Morphia quieted him. Soon 
thereafter he developed generalized clonic con- 
vulsions and became incontinent of feces. The 
cyanosis continued and the pupils were dilated. 
The convulsions recurred with diminishing vigor, 
and after an interval of about two hours he died. 
Several respirations took place after the pulse 
had ceased. 


Case IV. A single female American shoe factory 
worker of 20 entered the hospital on April 7, 1927, 
complaining of profuse epistaxis. 

Family History: One brother had frequent epis- 
taxis in childhood. A married sister, age 25, worked 
at the same job as the patient but had stopped re- 
cently on account of pregnancy. Her blood was ex- 
amined after the entrance of the patient and showed: 
W. B. C. 5,800; R. B. C. 3,280,000; Hgb 70%. The 
polynuclears were 82%; there was slight achromia 
of the red cells; the platelets appeared normal. 

Past History: Except for childhood diseases and 
influenza in 1917 she had always been well. All her 
life, however, she had been subject to frequent epis- 
taxis. 


Occupation: For the past eight months she had 
been employed in a shoe factory glueing on rubber 
heels with a rubber cement. This cement was sub- 
sequently found to contain 80% of benzol. One of 
the other workers at this same job had left work 
a few weeks previously because of epistaxis. 

Present Illness: During the first few months of 
her employment she noticed that her co-workers be- 
came ill easily and complained of stomach trouble 
and fatigue. Five months ago she herself noticed 
fatigue and that the odor of the cement caused nau- 


sea. Three months ago a cold in the head and chest ]. 


developed and since then her strength has remained 
below par. Two months ago she bled from the right 
nostril but easily controlled it. One month ago her 
menstrual flow lasted one week and was very copious. 
Two weeks ago her gums became sore, swollen and 
bled after a visit to the dentist. At this time she 
noticed dizziness on bending over. One week ago her 
employer advised her to stop work. A few days later 
a profuse epistaxis occurred after blowing her nose 
and continued for six to eight hours before it was 
packed. On the following day when the pack was 
removed the bleeding recommenced and on account 
of it she was brought to the hospital. 

Physical Examination showed a small pale girl 
propped up in bed. There was diffuse brown pigmen- 
tation of the skin. On the lower legs were many large 
purpuric spots. The breath was foul. There was a 
small hemorrhagic spot on the hard palate. Except 
for slight enlargement and a soft systolic murmur 
at the apex the heart was negative. The rest of the 
examination showed nothing of importance. 


Laboratory Examinations: The urine showed red 
cells at all examinations. On April 8 a blood cast of 
the intestines was passed in the stool. On April 10 
two clots were passed; thereafter the stools were 
negative. Wassermann negative. Widal negative. 
The blood on admission showed: W. B. C. 1,200: 
R. B. C. 1,715,000; Hgb 40%; Polynuclears 16%; 
Lymphocytes 76%; Large mononuclears 8%. There 
was moderate achromia and variation in size of the 
red cells; platelets rare. Bleeding time 10 min. Clot- 
ting time 19 min. 


Dlinical Course: The temperature remained steady 
at 103 until the tenth day, when it rose to 104. On 
the fourteenth day it reached 105 and remained there 
until death six days later. The pulse averaged 115 
until the fourteenth day, when it rose to 130; the 
day before death it rose to 140. On the fourteenth 
day the respirations rose to 30; on the day of death 
they rose to 45. 

On the day of entry the patient was transfused 
without reaction. The dental consultant reported a 
Vincent infection of the mouth. 


April 8. W. B. C. 1,000. R. B. C. 2,350,000. 

April 9. -W. B. C. 1,000. R. B. C. 2,025,000. Bleed- 
ing time 16 min. Transfused. 

April 10. W. B. C. 900. R. B. C. 2,726,000. Reticu- 
lated cells 0.2%. 

April 11. W. B. C. 850. R. B. C. 2,910,000. Bleed- 
ing time 6 min. There is considerable sloughing 
of the gum margins. 

April 12. Transfusion followed by a slight cough. 
10 cc. of thromboplastin s. c. 

April 13. W. B. C. 925. Polynuclears 5% (only 20 

. B. C. seen in the smear). : 

April 14. W. B. C. 600. R. B. C. 4,150,000. Bleed- 
ing time 10 min. Right tonsil large and red; 
mouth in poor condition. Transfusion. 

April 16. W. B. C. 950. R. B. C. 3,250,000. Bleed- 
ing time 6 min. During a crying spell a profuse 
hemorrhage occurred from the right nostril. The 
nose was packed and a transfusion given followed 
by 20 cc. of thromboplastin s. c. 

April 18. W. B. C. 850. R. B. C. 3,250,000. 

April 19. Hemorrhage from the nose. Nose packed. 

April 20. W, B. C. 600. R. B. C. 3,460,000. Bleed- 
ing time 3 min. (after transfusion). On account 
of repetition of bleeding another transfusion was 
given. 

April 21. W. B. C. 1,000. Bleeding time 15 min. 
Bilateral mastoid tenderness; no evidence of mas- 
toiditis by X-ray. Acute otitis media. Paracen- 
tesis of the right drum produced a slight sero- 
purulent discharge. 

April 22. W. B. C. 600. Massive transfusion of 1000 
cc. of whole blood. After transfusion W. B. C. 
450. The platelets were seen in greater numbers 
in the smear taken after transfusion. 

April 24. W. B. C. 700. R. B. C. 4,640,000 (after 
transfusion). Large hemorrhage from the vagina 
and lungs; about 800 cc. lost. Massive transfu- 
sion of 1000 cc. of whole blood was given. 

April 25. W. B. C. 350. R. B. C. 3,860,000. Com- 
plains of pain in the left loin and costovertebral 
angle; there is slight spasm in this region. Is 
developing a marked jaundice. 

April 26. During the past 24 hours the patient be- 
came more deeply jaundiced and lost strength 
rapidly without evidence of hemorrhages. The 
blood pressure fell, the pulse rose to 160, and 
death occurred. 


DISCUSSION 


Chronie benzol poisoning may-be produced by 
ingestion or subcutaneous injection of liquid 
benzol’. Industrial poisoning, however, is 
practically always produced by inhalation of the +» 
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fumes. Regardless of its mode of entrance into 
the body, its effect is the same, namely, a de- 
struction of the circulating blood cells and an 
inhibition of the formation of new cells in the 
bone marrow and in other blood forming tissues. 
The injury to the lymphoid tissue is but slight 
when compared with the extreme damage done 
the marrow. Here its action is selective*. Its 
first effect is upon the leucocytic system and 
therefore the first evidence of poisoning will be 
shown by a depression of the total white count 
of the blood and particularly by a relative and 
absolute decrease in numbers of the cells of the 
polynuclear series. When exposure has been 
of sufficient duration, the megakaryocytes are 
depressed, blood platelets are no longer formed 
in amounts sufficient to prevent hemorrhage and 
symptomatic purpura appears. At the same 
time, the erythrocytic forming elements are 
gradually destroyed and. an aplastic type of 
anemia results. The feature of this anemia is 
that the red cells show very little variation in 
size or shape and practically no achromia. It is 
not difficult, therefore, to discover early cases of 
industrial benzol poisoning before the stage of 
marrow aplasia is reached, and to remove such 
individuals from the fumes before serious symp- 
toms develop. A white count and a differential 
count of the white cells, with a history of ex- 
posure, suffice to make the diagnosis. 

Selling? in 1911 reported three cases, two of 
them fatal. His fatal cases had fever and a 
leucopenia below 1000. Blood culture on one 
was negative. Harrington’ in 1917 reported 
three fatal cases; in two the white count was be- 
low 1000; in the third one the terminal white 
count was 1600 and necropsy revealed a lobar 
pneumonia. Fever was not mentioned. In 1926 
Robner et al°® reported a fatal case with high 
fever and a white count above 1000. At necrop- 
sy a colon-like bacillus was recovered from the 
heart’s blood. 

Of the four cases here reported the two fatal 
ones both ran septic temperatures; the two cases 
which recovered did not. [The rise in tempera- 
ture in Case I, which recovered, can almost 
wholly be accounted for by transfusion reac- 
tions ; and in Case II (during his second stay in 
the hospital) by acute otitis media.] Unfor- 
tunately, blood cultures were not obtained on 
the fatal cases and it may be that unrecognized 
sepsis produced the fever. On account of the 


extreme depression of the leucocytic defense fF 


produced by benzol poisoning, it may well be 
that sepsis oceurs without producing the usual 
local manifestations. If this be true, the pre- 
vention of intercurrent infection becomes an ex- 
tremely important part of the treatment. How- 
ever, if any conclusions may be drawn from so 
small a number of cases, it would seem that a 
continued fever in benzol poisoning has a grave 
significance. 

Another interesting feature of these cases is 


that in the fatal ones the white count fell within 
a short time to below 1,000 and remained low in 
spite of transfusion. On the other hand, in the 
cases which recovered, the white count at no 
time fell below 1,000 and showed more of a 
tendency to increase after one or two transfu- 
sions. The accompanying charts show this most 
strikingly. We believe this observation has a 
definite prognostic value. 

In none of these cases was the spleen palpable. 
This is an important point in differentiating 
chronic benzol poisoning from idiopathic pur- 
pura hemorrhagica and from the _ so-called 
aleukemic leukemias. This does not mean, how- 
ever, that an individual with an enlarged spleen 
cannot have benzol poisoning; in fact, there 
have been a few such eases in the records 
of this hospital. In one of them the enlarge- 
ment of the spleen was associated with a chronic 
rheumatic heart disease. Another showed at 
necropsy a large spleen and a myeloid hyper- 
plasia suggesting aleukemic leukemia*®. These 
eases have been purposely omitted from this 
series in order that the typical uncomplicated 
picture of chronic benzol poisoning might be 
more impressive. 

Aside from transfusions the treatment should 
be directed toward cleanliness of the mouth in 
particular and the prevention of intercurrent 
infection in general. The ultra-violet lamp 
might be used in small doses to improve the gen- 
eral resistance. The only effective treatment, 
however, is prevention of poisoning by adequate 
supervision of industries using benzol. 


SUMMARY 


Chronic benzol poisoning causes an aplasia 
of the blood-forming elements, characterized 
clinically by a low white count, depression of 
the blood platelets and an aplastic anemia. Four 
cases, two of them fatal, are reported in detail. 
Continued exposure to benzol fumes causes 
headaches, vertigo, gastro-intestinal disturb- 
ances, anorexia, loss of weight, progressive weak- 
ness and pallor, bleeding from the mucous 
membranes, and purpura. The absence of a 
palpable spleen in the presence of purpura is 
noteworthy. A febrile course and a leucopenia 
below 1000 seem to point toward a fatal out- 
come. Treatment should consist of transfusions, 
and the prevention of intercurrent infection. 

Attention is called to the seriousness of the 
condition and to the increase in the number of 
cases within recent months. Examination of 
the blood will detect early cases before the stage 
of marrow aplasia is reached. Adequate medi- 
eal supervision of factories using benzol is indi- 
cated. 
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ADDENDUM 


Since the writing of this paper, two other 
cases have entered the hospital. 


s—E V. An American shoe-factory worker of 18 
val (female) ee the hospital on May 19, 1927, 
ning of weakness. 
rg onttie she had worked in the same room 
with one of the other patients (Case IV). Three 
months before entry a new cement containing benzol 
was introduced. Two weeks later she developed head- 
aches, dizziness, faintness, nausea, severe abdominal 
cramps, heartburn, loss of appetite and weakness. 
Occasionally transient mid-abdominal cramps o0c- 
curred, at times severe enough to double her up. She 
became increasingly pale, and two weeks ago stopped 
work and remained at home. Since then all of the 
symptoms except weakness have disappeared. Her 
last menstruation was profuse. 

Physical examination, except for pallor and a pulse 
of 90, was negative. 

The blood, on admission, showed the following: 
W. B. C. 2,350; R. B. C. 2,186,000; Hgb 45%; Poly- 
nuclears 60%; Lymphocytes 33%; Large mononu- 
clears 7%. The red cells showed slight poikilocytosis 
and a few microcytes; no achromia. No platelets 
seen. Bleeding time 15 min. 

There was a slight temperature (100 degrees) on 
the day of admission, but none thereafter. On the 
second day a transfusion of 600 c.c. of blood was 
given without reaction. The white count fell slightly, 
but three days later began to rise and rose steadily 
to 8000 on the day of discharge, June 2, 1927. 

During her stay in the hospital her weakness dis- 
appeared entirely. Aside from the one transfusion, 
the only other therapy was daily exposures to the 
Alpine lamp. 

When last seen in the Out-Patient Department, six 
weeks after discharge, she was in excellent condition. 
Her blood then showed the following: W. B. C. 7400; 
R. B. C. 4,236,000; Hgb 70%. 


Case VI. A married Italian cobbler (male) of 38 
entered the hospital on August 4, 1927, complaining 
of lassitude, weakness and fever. He had been a 
cobbler for 25 years and for many years had used 
a rubber cement (Goodyear’s Wingfoot Cement) to 
paste rubber heels and soles onto shoes. He used 


about one gallon of cement every three to four weeks. 

Three months ago he developed weakness and 
fatigability, which gradually increased. Six weeks 
ago he noticed that he was jaundiced (? how severe). 
Three weeks ago his gums bled easily upon brushing 
his teeth. His doctor made a diagnosis of pernicious 
anemia and prescribed a half a pound of cooked liver 
per day. This caused some symptomatic improve- 
ment, which continued until six days ago, when he 
had a chill, “hot spells,” sweats and nausea, followed 
by extreme malaise. He went to bed with a tempera- 
ture between 104 and 105. Two days later he devel- 
oped a cough raising a moderate amount of white 
mucoid material, and had another chill followed by 
vomiting. For the past week he has had polydipsia, 
nocturia and frequency. He has lost 15 pounds in 
the past eight weeks. 

Physical examination showed a well-developed and 
nourished man lying comfortably flat in bed. Skin 
and mucous membranes pale. Sclerae slightly icteric. 
Heart slightly enlarged with a loud blowing systolic 
murmur at the base. Blood pressure 135/60. The 
rest of the examination was negative. 

The blood on admission showed the following: 
W. B. C. 1,100; R. B. C. 1,125,000; Hgb 35%; Polynu- 
clears 64% (many young forms), lymphocytes 22%; 
myelocytes 2%; unclassified large mononuclears 12%. 
The red cells showed no achromia, moderate variation 
in size and shape, occasional stippled and polychromo- 
tophilic cells, rare normoblast. Platelets moderately 
reduced in number. Reticulated cells 2.6%. Icterus 
index 2. Bleeding time 4% minutes. Clotting time 
14 minutes. Blood culture, no growth. 


The temperature on admission was 104.5. It fell 
gradually to 102 on the third day, then rose gradu- 
ally, with daily fluctuations of one to two degrees, 
to 105.8 on the day before death. The pulse varied 
between 120 and 130 and rose to 140 on the day before 
death. The respirations remained at 28 until the day 
before death, when they reached 40. 

Three transfusions were given on August 5, 8 and 
10, respectively. In spite of these the white count 
gradually fell, reaching 550 the day before death. 
In a smear taken at the same time the polynuclears 
were 16%. Smears taken daily showed a progressive 
decrease in the number of platelets, but clinically 
purpura did not appear. 

The patient gradually became weaker, delirious, 
developed marked abdominal distention, sank into a 
comatose state, and on August 11 died. 


These two cases seem to bear out what has 
been said previously in regard to prognosis. It 
might be mentioned that Case VI is the first in- 
stance known to the State Board of Labor and 
Industry of benzol poisoning in a cobbler. This 


illustrates that fatal poisoning may happen 


from relatively small amounts of benzol. | 
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SPONTANEOUS RUPTURE OF THE UTERUS— 
NEPHRITIS—HYSTERECTOM Y—TRANSFUSION 
NoruHine in obstetrics is more dramatic than 
spontaneous rupture of the uterus. Suddenly 
the patient is seized with agonizing abdominal 
pain, she feels something burst within, she sinks 


rapidly into collapse, a deathly pallor pervades 
her and life is all but extinct. Abdominal dis- 
tention increases, the flanks are dull to percus- 
sion, the intestines, floated upward on the flood 
of blood, produce a superficial tympany and the 
motionless foetus is felt just below the abdominal 
wall. The scene of a tragedy has been set with 


@ 
Selling, L.:_ Benzo] as a Leucotoxin. Johns Hopkins Hosp. 
Rep, MAE. II, 1913. 
3 Selling, L.: A Preliminary Report of Some Cases of Purpura 
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incredible speed. The diagnosis is evident and 
the need for treatment immediate. 


Mrs. R. P. is a 44-year-old Italian housewife. Be- 
fore her first admission to the hospital she had given 
birth to ten normal, full-term children, of whom eight 
were living. On October 3, 1918, she was referred 
to the Boston Lying-in Hospital, and, after twelve 
hours of observation, was delivered by Caesarean sec- 
tion for premature separation of the normally im- 
planted placenta. As is usually the case in this con- 
dition, the uterine muscle was found infiltrated with 
blood in several places. In addition a spontaneous 
incomplete rupture one and a half inches long was 
discovered at the fundus. This rent was closed by 
suture. It was found difficult to reunite the Caesare- 
an incision in the uterus on account of edema of the 
muscularis. She made a protracted, stormy and sep- 
tic convalescence, but was eventually discharged ob- 
stetrically well on the 36th day. 

Nothing more was heard from Mrs. R. P. until 
November 6, 1926, when she presented herself at the 
pregnancy clinic in the seventh month of gestation 
with a systolic blood pressure of 200 and a large trace 
of albumen. She was immediately admitted to the 
hospital and put on the routine treatment for toxe- 
mia, which consists in rest in bed, salt-poor, low pro- 
tein diet, forced fluids, and one ounce by mouth of 
saturated magnesium sulphate solution (50%) every 
hour up to the point of free watery catharsis (about 
12 movements a day). The systolic blood pressure 
fell to 150 and the albumen varied between a trace 
and a very slight trace. The one-hour renal test 
showed a fixation of the specific gravity of the urine. 
Examination of the eye grounds by Dr. R. C. Cheney 
revealed a right retinal hemorrhage. The diagnosis 
of nephritis was thus established. 

The anterior uterine wall in the region of the Cae- 
sarean scar was exceedingly thin, so that the small 
parts of the foetus could be felt with the greatest ease. 
With these facts in mind the patient was offered im- 
mediate Caesarean section with sterilization by hys- 
terectomy for the following reasons: 


1. On account of the existing nephritis because 


(a) Continuation of the pregnancy could only 
cause further damage to an already in- 
jured kidney; 

(b) Experience has shown that not more than 
20% of the babies of nephritic mothers 
survive. If, therefore, this pregnancy 
were allowed to continue for the sake 
of the baby, we would be facing an 80% 
foetal mortality. 


2. On account of the danger of rupture of the uterus, 
because 
(a) It had once ruptured before; 
(b) There had been a septic convalescence fol- 
lowing the previous Caesarean, thus in- 
dicating a weak uterine scar. 


Hysterectomy rather than resection of the tubes 
was advocated because it would effectively prevent 
future pregnancies, eliminate the possibility of uter- 
ine infection and remove a damaged organ. Mrs. P.’s 
uterus was of no further use to her. She was 44, 
approaching the menopause, and had eight living 
children. The removal of a uterus which has been 
just emptied by Caesarean section is accompanied 
by little or no shock and presents no technical dif- 
ficulties. The whole organ can be delivered through 
the laparotomy incision, and if the ties upon the 
utero-ovarian anastamoses and uterine arteries are 
correctly placed, it can be bloodlessly amputated. 

The patient, however, elected to leave the hospital 
on request and returned home on November 15. Sub- 


sequent events showed that her judgment was poor. 

At 6 P. M. on November 24 she was seized with sud- 
den, agonizing abdominal pain and felt something 
give way within her. The hospital was called and 
she was seen immediately by the out-patient house 
officer. He found her in a profound state of shock, 
made the diagnosis of ruptured uterus and urged im- 
mediate removal to the hospital. After a trying ar- 
gument with her husband, an ignorant foreigner who 
did not consider his wife’s condition alarming, con- 
sent was finally obtained and she was admitted by 
ambulance at 9:40 P. M. There was extreme pallor, 
no pulse at the wrist and she complained constantly 
of thirst. The cardiac apex beat was 140. The de- 
pendant portions of the abdomen were filled with 
fluid, upon which floated coils of intestines. Just be- 
low the thin abdominal wall could be felt the motion- 
less foetus with startling ease. 

It was obvious that any operation under such con- 
ditions would lead to a fatal outcome. Therefore, 
while preparations were being made for laparotomy, 
a preparatory transfusion of 500 cc. of citrated com- 
patible blood was done, followed by the intravenous 
injection through the same canuia of 400 cc. of nor- 
mal saline solution. At the end of the transfusion 
and before the newly administered blood could escape 
through the open uterine vessels, the abdomen was 
opened at 11:10 P. M. under gas-oxygen anaesthesia. 
The foetus, placenta and a large amount of blood 
were found lying free in the abdominal cavity. The 
previous Caesarean incision was found open its entire 
length, the rent extending up over the top of the 
fundus. The uterus had contracted well after the 
expulsion of its contents so that active bleeding on 
opening the abdomen was slight. A supravaginal am- 
putation was done, the bulk of the blood in the peri- 
toneal cavity was sponged out, and the abdominal 
wound closed. The operation was completed at 11:35 
P. M. Immediately another transfusion was done, 
500 cc. of compatible blood being given from a second 
donor, followed by 200 cc. of normal saline. 


The patient’s condition was now greatly im- 
proved, her color better and her pulse readily 
palpable at the wrist. We may therefore safely 
leave her for the time being to consider briefly 
certain salient points regarding transfusion in 
obstetrical emergencies. They are: 


1. Transfusion should not be postponed too 
long. If there is any doubt about the 
necessity of a transfusion, the patient 
should receive the benefit of the doubt. 
If it is delayed too long, even trans- 
fusion cannot resurrect the dead. 

2. The method employed should always 
work. The paraffined tube and the syr- 
inge methods are doubtless effective in 
the hands of those trained to their use, 
but they occasionally fail when at- 
tempted by those not accustomed to 
their technique. Such a failure at a 
crucial moment may cost the patient 
her life. The citrate method is rapid 
and certain and can be used by any 
interne. 


We bleed the donor 500 ee. into a sterile liter 
graduate containing enough citrate solution so 
that the blood will be citrated to 0.25%, con- 
stantly stirring it as it runs in. It is then car- 
ried to the recipient, whose median basilic vein 
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has been already exposed by open dissection. It 
is bad judgment to attempt to enter the patient g 
vein by venipuncture through the intact skin, be- 
cause the vessels of these desperately sick indi- 
viduals are so collapsed that such a procedure is 
usually impossible. : 

The blood from the graduate is poured into a 
1000 ec. graduated nasal douche bottle or flask 
with an outlet at the bottom. A short piece of 
rubber tubing connects the outlet with the can- 
ula. A one-hole rubber stopper fitted with a 
short bent glass tube closes the neck of the bot- 
tle. To this tube is connected a rubber pressure 
bulb. By gravity the tube and canula are filled 
with blood and its escape is temporarily checked 
by closing a hemostat on the rubber tube. The 
vein is opened in continuity by a transverse slit 
made with a sharp cataract knife or eye scis- 
sors. It is then ligated distally. The canula is 
inserted into the vein, the hemostat removed and 
steady pressure made on the bulb which causes 
the blood to enter the circulation of the recipient. 
As the blood leaves the bottle, normal saline can 
be added if it is desired to increase the body fluid 
still more. If another transfusion is done, the 
same vein can be used again. 

We will now return to the patient. 


On November 26, two days after operation, her sur- 
gical condition was satisfactory. The chemical ex- 
amination of the blood was made and is compared 
below with the average normal in a series of preg- 
nant women: 


Non-proteid Urea Uric 
nitrogen nitrogen acid 

Mrs. R. P. 33. 12.5 4.4 
Normal 29.69 11.51 1.73 


It will be seen that all the figures are greater than 
the normal, but that the increase in the uric acid 
content is considerable. It has been found that the 
lowering of the permeability of the kidney leads to 
an accumulation of uric acid in the blood long before 
there is an appreciable retention of the non-proteid 
nitrogen or the urea nitrogen, and that it is there- 
fore an earlier and more reliable index of impaired 
renal function. It is found not only in nephritis but 
also in the more severe types of preéclamptic toxemia. 

On November 28, examination of the eye grounds 
by Dr. Cheney showed hemorrhage and exudate in 
both fundi. Eye changes of this character, whether 
found in nephritis, preéclamptic toxemia or eclamp- 
sia, always denote extensive renal damage. One is 
not justified, however, in giving the same serious 
prognosis as to early death as in the non-pregnant, 
for many women who have exhibited extensive eye 
changes during pregnancy have been known to live 
for a number of years. 

On December 13, the 19th day after admission, the 
patient was discharged. Her urine was negative for 
albumen and her blood pressure was 100/56. How- 
— a one-hour renal test showed the following re- 
sult: 

8 9 10 11 6 
A.M. A.M. A.M. A.M. Noon P.M. 


Amount (ce.) 75 185 75 40 30 155 
Sp. er. 1.007 1.008 1.004 1.008 1.010 1.004 


This test showed an inability to concentrate or 


dilute the urine as evidenced by the fixation of the!’ 


specific gravity. On the same day the phenolsulpho- 
nephthalein test showed an excretion of only 40% 
of the dye at the end of two hours as against the 
normal 70 to 90%. In spite of the normal blood pres- 
sure and urinalysis at the time of discharge, it is 
evident that the kidneys were not functioning prop- 
erly. Further studies of the patient are to be made 
in the special toxemia clinic. 


DIABETIC ACIDOSIS—-VAGINAL CAESAREAN SECTION 
UNDER SACRAL ANAESTHESIA—INTRAVENOUS USE 
OF GLUCOSE—INSULIN ' 


Pregnancy confers no immunity against any 
disease. The obstetrician engaged in active hos- 
pital practice sees constantly a variety of pa- 
tients suffering from serious medical conditions 
in whom pregnancy coexists. Cases of heart dis- 
ease, nephritis, pneumonia and tuberculosis can 
be found in the beds of any large maternity hos- 
pital. By repeated consultations with internists 
the patient is enabled to receive the benefit of 
modern medical methods and the obstetrician to 
keep abreast of advances in treatment. 


Mrs. A. L., of American birth, is 32 years old and 
in the fifth month of her seventh pregnancy. She 
has had five normal full-term children and one mis- 
carriage. 


She was first admitted November 2, 1926, for hyper- 
emesis. There had been occasional vomiting since 
the middle of August, but for the last week it had 
been excessive. She was a thin woman of anxious 
appearance with a marked exophthalmos, but with 
no appreciable thyroid enlargement. Dr. B. E. Hamil- 
ton, who saw her in consultation, was unable to find 
any evidence of hyperthyroidism. Examination of 
the urine showed the presence of a fair amount of 
sugar. Immediately on admission the vomiting 
stopped, and after being on house diet for six days 
she was discharged undelivered and improved. 


She was readmitted on November 14 for recurrent 
vomiting. The urine was examined each day of her 
stay and was found to contain sugar only once. On 
admission she was put to bed in a private room, all 
friends and relatives were denied access, and she was 
given by rectum every four hours 8 ounces of 5%. 
glucose alternating with 8 ounces of normal saline 
containing 30 grains of triple bromides. From 7 A. N. 
to 7 P. M. she was given 250 cc. of fluid every hour. 
The first hour she was given water, the next hour 
milk, the next hour malted milk, the next hour water, 
and so on. This somewhat monotonous routine, to- 
gether with the occasional use of the stomach tube 
and subpectoral infusions, has been found effective 
in checking all but the severest types of vomiting. 
Mrs. A. L. had ceased vomiting on the second day 
and was at once placed on house diet. She was again 
discharged. 

She entered for the third time December 4. Her 
condition was considerably worse than at her two 
previous admissions. She was emaciated, haggard 
and dehydrated. Her urine had a specific gravity of 
1.024 and contained more sugar than previously. She 
was given the same treatment as outlined above and 
in addition received a subpectoral infusion of 2000 cc. 
of normal saline. 

The next day she was still vomiting. Her stomach 
was washed and 500 cc. of a 5% glucose solution 
were given intravenously without any amelioration 
of her symptoms. The next day, December 6, she 
vomited eight times and was given a subpectoral of 
2000 ce. of normal saline. 

At 4 A. M. on December 7 her condition suddenly 
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grew critical. She was comatose, her respirations 
were extremely rapid and labored from air hunger. 
The color of her lips was a bright cherry red. The 
urine showed a large amount of sugar with acetone 
and diacetic acid. The blood sugar was found to be 
350 mg. per 100 cc. It was now obvious that we 
were dealing with diabetic acidosis, a condition which 
may be briefly summarized as follows: 

The blood is normally maintained at a slightly 
alkaline reaction through the action of its bicarbon- 
ate, phosphates and proteins. A diminution of the 
alkalinity of the blood below normal limits consti- 
tutes acidosis. In diabetes, acidosis is due to imper- 
fect oxidation of the fats, which produces an excess 
of the ketone bodies, acetone, diacetic acid and beta- 
oxybutyric acid. These acids unite with the sodium 
in the sodium bicarbonate of the blood, thus liber- 
ating carbon dioxide. The alkalinity of the blood 
is thus diminished below normal] limits and the rapid 
breathing is an attempt on the part of the body to get 
rid of the excess carbon dioxide and thus restore the 
reaction of the blood to its normal degree of alka- 
linity. 

At 5:30 A. M. the patient was given 200 cc. of 5% 
glucose intravenously and 50 units of insulin. At 
7 A. M. she was given 400 cc. of 5% glucose in the 
same manner and her uterus was emptied by vaginal 
Caesarean section under sacral anaesthesia. No in- 
halation anaesthetic was given. Following the oper- 
ation she received 600 cc. of intravenous glucose and 
50 units of insulin. 

At 9:40 A. M. her blood sugar was 400 mg. On 
advice of Dr. Richard Ohler, she was given 20 units 
of insulin every hour from 11 A. M. to 3 P. M. An 
inlying catheter was placed to the bladder and the 
urine tested for sugar every hour. At 4:30 P. M. 
the blood sugar was 91 mg. (normal—90 to 120 mg. 
per 100 cc.). The air hunger had gone and the coma 
had disappeared. The change in her condition was 
most spectacular. From every appearance of impend- 
ing dissolution she had passed in a few hours to a 
state of rest and consciousness. 

The morning of the next day the urine was sugar 
free and the blood sugar was normal. 

On December 9, sugar reappeared in the urine and 
the blood sugar was found to be 266 mg. The patient 
was given 10 units of insulin three times a day and 
put on a diet of oatmeal gruel. 

On December 12 the blood sugar was 197 mg. The 
insulin was continued as before and the patient was 
put on Dr. Joslin’s maintenance diet No. 8. For con- 
venience the maintenance diets used in this case 
are given below. 


August 256, 1927 


On January 1, 1927, the insulin was reduced to 10 
units twice daily. The urine continued sugar free. 


On January 8, the insulin was reduced to 10 units 
once a day. 


On January 11, the patient’s condition remained 
good and the insulin was discontinued. She was dis- 
charged on January 14 with no glycosuria or hyper- 
glycaemia and was referred to Dr. Ohler at the Bos- 
ton City Hospital. 


There are two chief points of interest in a crit- 
ical survey of this case. The first is, why was 
not the seriousness of the patient’s condition de- 
tected earlier and a blood sugar determination 
made before acidosis set in? The real reason ap- 
pears to be that the staff of the hospital is much 
more accustomed to the vomiting of pregnancy 
than it is to diabetes. Moreover, the first diag- 
nosis was that of hyperemesis with the possibil- 
ity of exopthalmic goitre. The occasional ap- 
pearance of sugar in the urine, as shown at the 
two previous admissions, was thought to be due 
either to the decreased sugar tolerance of preg- 
nancy or to the hypothetical goitre. It seems 
advisable, however, to determine the blond sugar 
in all cases of glycosuria of any degree 1m preg- 
nancy, so that, should the disease be present, the 
diagnosis of diabetes can be made at the earliest 
possible moment. 

The second question is, why was the uterus 
emptied? Would recovery have ensued and the 
pregnancy gone on to term if the diabetes alone 
had been treated? Concerning this there is still 
some doubt. The obstetricians think that the 
added burden of pregnancy had much to do with 
the development of the diabetes and the onset of 
acidosis. It was therefore logical to relieve this 
extra load, provided that there was a fair chance 
that the patient would not lose her life as the im- 
mediate result of operation. Ether, we know, is 
contraindicated in diabetes. Sacral anesthesia 
does no harm in this condition, and in this case 
at least seems to have contributed much to the 
fortunate outcome. 


Total Diet 

Diets Carbo 

arate | tela | Fat | 
C8+PFS8 84/61, 94; 1426 
CO+PF9 | 98 | 65 | 106) 1606 
C10+PFI10 ; 109 | 63 | 119) 1771 
Cl1+PF11 | 135 | 80 135) 2075 
C12+PF12 | 159 } 84 | 135) 2187 


On December 15, the patient was sugar free. 

On December 18, diet No. 9 was started. 

On December 21, there was no sugar, diacetic acid 
or acetone in the urine. The blood sugar was 100 mg. 
The patient still continued to receive 10 units of 
insulin thrice daily. 

On December 24, she was up and about and was 
given diet No. 11, which was changed to No. 12 on 
December 28. 

On December 30, the diet was again changed to 
No. 10 with enough added fat to make 3000 calories 
and 15 to 30 grams of proteid were also added. 


POSTPARTUM HEMORRHAGE FOLLOWING CAESAREAN 
SECTION—-HYSTERECTOM Y—TRANSFUSION 


Despite the generally good results after Cae- 
sarean section in properly selected cases, there 
is still an occasional death immediately follow- 
ing the operation. Many of these deaths are 
attributed to pulmonary embolism, but of this 
number not a few are really due to postpartum 
hemorrhage. It is therefore essential that even 


Carbohydrate (C) Protein and Fat(PF) | 
| 600| 300 | 30} .... | 2 |....] 2 | 120/30|30] 90/8 
600] 300 | 30) 3% | 2 |....] 2 30] 90) 9 
600| 300 | 30; 1 | 2 45] 9010 | 
600| 300 | 30} 1 | 2 | 120) 2 | 240/30) 45| 12011 
600| 300 | 30| 1 | 2 | 2 | 240/30] 45| 12012 
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the occasional operator should know what causes 
postpartum hemorrhage in these cases and how 
in most instances it may be avoided. It is even 
more important that if it should occur, he should 
be prepared to deal with it in a decisive manner. 
No one should attempt a Caesarean section who 
is not able and willing, if there be need, to fol- 
low the operation with a hysterectomy. 

Most excessive bleeding during and following 
Ceasarean section is due to hasty removal of the 
placenta. The operator should avoid all tempta- 
tion to be spectacular and should take his time. 
Nothing is gained and much may be lost if the 
placenta is ripped from its site. No one would 
think of extracting the placenta manually in all 
eases delivered through the pelvis, yet such a 
procedure is almost the rule when a Caesarean 
section is done. It is our custom to inject % ec. 
of pituitary extract into the deltoid muscle when 
the uterus is opened and another 1% ee. of the 
same drug into the body of the uterus immedi- 
ately after the baby is delivered. The operator 
then awaits regular physiological contractions of 
the uterus, controlling the fundus through the 
abdominal wall. After complete separation, the 
placenta is expressed through the uterine 
wound. In this way the bleeding from the pla- 
cental site is no greater than that following a 
delivery through the pelvis. Should there be 
any leakage from the edges of the uterine inci- 
sion, it is controlled temporarily by clamps, the 
‘or ring-headed variety being of special value. 
After the delivery of the placenta in this manner 
in most eases the uterus will be found blanched 
and well contracted. Occasionally, however, 
there may be bleeding from certain areas in the 
placental site. Should this occur, these areas 
are exposed by retractors inserted directly into 
the uterus and mattress sutures placed about 
them. The uterus is not to be closed until it is 
well contracted and absolutely dry within. 

After the patient leaves the operating table 
her fundus is held for an hour through the ab- 
dominal dressing by a competent person, the 
swathe being left undone for this purpose. In 
this way any filling of the uterus may be de- 
tected before a rising pulse and the other signs 
of hemorrhage appear. 

Mrs. J. was delivered uneventfully by Caesarean 
section. The operation was performed with delibera- 
tion, the uterus contracted well, the placenta was 
allowed to separate spontaneously, there was no 00z- 
ing from the placental site, yet seven hours later it 
became necessary to remove her uterus, which at that 


time was found to contain a quart of blood. To ex- 
eve how this came about we will take up her history 
riefly. 

On September 25, 1924, she had a Caesarean sec- 
tion at the Boston Lying-in Hospital for preéclamptic 
toxemia. She made an uneventful convalescence and 
her blood pressure was normal on discharge. 


December 19, 1925, she had a second Caesarean 
at this institution because she had been delivered 
the same way previously. Neither during her preg- 
nancy nor in her puerperium did she show any evi- 
dences of toxemia. 

Throughout her present pregnancy her blood pres- 
sure and urinalysis were normal. On January 7, 1927, 
she entered the hospital at 4:25 P. M. She stated 
that the night before she had lost about a pint of 
blood by vagina. There was no bleeding on admis- 
sion, but since she was having definite uterine con- 
tractions it was considered advisable to deliver her 
again by Caesarean section, which was done at 
7:15 P. M. 

About an hour after the operation, blood began 
to ooze by vagina and several clots were expelled. 
The body of the uterus, which had behaved perfectly 
at operation, grew soft and relaxed. Massage, pitui- 
tary extract and ergot produced only a temporary 
effect. Although the pulse, which was 84 at the end 
of the operation, only rose to 104, yet the patient 
became increasingly pale and perspired freely. 

It was now evident that a steady hemorrhage was 
going on and that it must be checked. This could 
be done in two ways: (1) By packing the uterus, or 
(2) by hysterectomy. 

Packing the uterus, to be at all effective, must be 
done under an anaesthetic. It is essential that the 
gauze be carried first to the fundus and that the 
uterus and vagina be completely filled under con- 
siderable pressure. This usually requires several 
packing strips, the lower end of each one being tied 
to the upper end of the next one. These strips are 
made of folded gauze about three inches wide and 
three yards long. The two-inch bandage supplied 
by surgical supply houses could easily be lost in the 
uterus were anyone so unintelligent as to use them. 
Packing was decided against because 


(a) It might carry up infection from without; 
(b) It might force open the recently sutured uter- 
ine incision. 


Hysterectomy effectively checks the hemorrhage by 
removing the bleeding organ. It is, of course, a seri- 
ous surgical procedure, but can be done rapidly with- 
out unduly jeopardizing the patient, provided it is 
accompanied by a transfusion. Although obviously 
it puts an end to the child-bearing function, this 
feature was not of so much consequence in the case 
of Mrs. J. as she had now three living children. More- 
over, it gave her the best chance of recovery and 
was therefore the method decided upon. 

Accordingly at 2:50 A. M., January 8, the abdomen 
was again opened while the patient was receiving 
500 cc. of citrated compatible blood. All suture lines 
were found intact. At the right uterine cornu was 
a mottled area caused by blood which had been ex- 
travasated between the muscle fibres and is charac- 
teristic of the more severe form of separation of the 
normally implanted placenta. A similar area, less 
marked, was seen at the left cornu. The uterus was 
amputated above the cervix. The lower uterine seg- 
ment was then found to contain about a quart of blood 
and clots. Great difficulty was met in checking ooze 
from the edge of the bladder flap, and the transfusion 
wound also bled considerably. Finally the operation 
was completed and the patient put to bed. The next 
morning she received a second transfusion. Her con- 
valescence was complicated by an attack of left fem- 
oral phlebitis of moderate severity, but she was 
eventually discharged in good condition. 


Since no difficulty was experienced at the time of 
the Caesarean and not until an hour later, the cause 
of the postpartum hemorrhage in this case must be 
ascribed to secondary atony of the uterus resulting 
in all probability from premature separation of the 
placenta. The toxic element, which is usually pres- 
ent in ablatio placentae, was not evident in this 
pregnancy. 
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END RESULT STUDIES ON CIRCULATORY DISEASES OF THE > 
EXTREMITIES TREATED BY PERIARTERIAL SYMPATHECTOMY* 


BY ARTHUR W. ALLEN, M.D., F.A.C.S. 


A SMALL group of various circulatory disturb- 
ances of the extremities treated by Leriche’s 
operation of periarterial sympathectomy was 
reported in 1924. At this time the literature 
was full of such reports stimulated by various 
articles on the subject by Leriche, and especially 
in this country by his discourse on the subject 
published in 1921 in the Annals of Surgery. 
At this time he had performed the operation in 
over 100 cases with apparent success in a very 
large number, including among: the diseases 
treated, causalgia, painful amputation stumps 
with and without ulcerations, post-traumatic 
contractions, trophic sloughs, trophic oedemas 
and various ischemic sequelae. This produced 
a wide-spread attempt to relieve all circulatory 
disturbances of the extremities, whether due to 
actual occlusion of vessels per se, or to conditions 
secondary to neurological lesions, as well as 
vasomotor disturbances. There was much dis- 
cussion concerning the route of the vasomotor 
fibres to the extremities, and two definite views 
are still in vogue, i.e.: that the principal fibres 
accompany the main arterial channels, supplying 
a part, and form a network about the artery in 
the adventitial layer. 
sympathetic fibres accompany the main nerve 
trunks supplying the part. There is consider- 
able experimental evidence to support each 
theory. That sympathetic fibres do follow the 
course of the artery seems certain by character- 
istic reactions observed after removal of the 
adventitial layer of the main artery supplying a 
limb. That there are sympathetic fibres accom- 
panying the mixed nerves also seems well estab- 
lished by the work of Kramer and Todd, and of 
Potts. It seems probable that these two courses 
may be dependent upon each other and that a 
break in the are, produced by the interruption of 
the fibres accompanying the vessels, may account 
for the apparent vasomotor reactions observed 
following the operation. 

During the manipulation of the artery, while 
the adventitial layer is being removed, there is 
a definite contraction of the arterial wall, suffi- 
cient to obliterate pulsation, probably due to the 
mechanical stimulation of the vasoconstrictor 
fibres. This is associated with ischemia and de- 
crease in surface temperature of the limb, and 
is termed by Leriche the ‘‘primary reaction.’’ 
This phase lasts only a few hours, when there 
seems to be a compensatory vasodilatation pro- 
ducing hyperaemia of the part, which is termed 
the ‘‘secondary reaction,’’ and it is on this hy- 

*Read before the Boston Surgical Society, February 14, 1927. 


From the Surgical Service of the Massachusetts General Hos- 
pital, 


The other view is that the. 


peraemia that the benefits of the procedure de- 
pend. Most observers find these reactions con- 
stant, and the immediate relief of pain, as well 
as the rapid healing of chronic lesions occasion- 
ally observed, were met with great acclaim. This 
was responsible for numerous case reports of all 
types of circulatory disorders benefited by the 
operation. In the majority of the’e the observer 
undoubtedly found that his good results were 
temporary and that after the secondary reaction 
had disappeared, in from three to eight weeks, 
most of his cases were in the same condition as 
before the operation. This was certainly true in 
practically all of the cases of arterial oblitera- 
tion,’and it must be remembered that most of 
Leriche’s operations were done on vasomotor, 
trophic reflex disorders in post-traumatic war 
injuries. Many elements enter into the success 
of treating such individuals. The large psychic 
phase of the question was observed in some of 
our cases where there was very little secondary 
reaction and no apparent change in the local 
condition, yet the patient insisted that he had 
less pain and for a time seemed generally im- 
proved. 

At the time of our previous report there had 
been fifteen sympathectomies on thirteen pa- 
tients. Eight of these were cases of thrombo- 
angiitis obliterans. In only one of these was 
there any improvement worthy of note. This 
man had lost from the disease both legs and a 
finger of each hand. He came in with definite 
gangrene of the terminal phalanx of the thumb 
on one hand, which completely healed in a very 
short time, following brachial sympathectomy. 
He returned, however, six months later with a 
gangrenous finger on the same hand, and was 
back in a year and a half with the thumb again 
gangrenous, requiring amputation. We felt 
justified in concluding, in 1924, that in thrombo- 
angiitis obliterans the operation was unjustifi- 
able, and no case recognized as this disease has 
been subjected to the operation since that time. 
We have, however, observed one ease of thrombo- 
angiitis obliterans with partial gangrene of the 
first and second toes, that healed without periar- 
terial sympathectomy under systematic exercises 
as recommended by Burger, combined with four 
liters of normal salt solution, given by mouth 
daily and continuous use of a superheated cradle. 
This man’s peripheral pulsations did not return, 
but he developed sufficient collateral circulation 
to heal his gangrene and nourish his foot. He 
undoubtedly had a coincident spontaneous re- 
mission in the progress of the disease. He was 
well and able to work as a chauffeur fifteen 
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months after his discharge from the hospital. 
We have also observed a case treated in another 
city by diathermy in which about the same 
amount of gangrene was present, with healing 
and apparent restoration of adequate blood 
supply. There have been many sporadic cases 
of thrombo-angiitis obliterans reported as cured 
by various palliative measures. These we believe 
to be the exceptions rather than the rule. Peri- 
arterial sympathectomy is so limited in its action 
that we doubt if any case in this group would be 
benefited sufficiently by it,to warrant the pro- 
cedure, and that the occasional case report 
attributing cure to the operation would mate 
yielded to other palliative measures. 

In 1922 and 1923 we tried the operation on 
three cases of early gangrene from arteriosclero- 
sis in comparatively young individuals. In one 
of these there was a return of the posterior tibial 
pulsation, a general improvement in the circula- 
tion of the foot, and marked relief from pain. 
We amputated the gangrenous great toe, in this 
case, at the height of the secondary reaction, 
twelve days after the sympathectomy. Unfor- 
tunately infection spread down the plantar fas- 
cia, requiring amputation of the leg six inches 
below the tibial tubercle, twenty-two days after 
sympathectomy and ten days after amputation 
of the toe. The stump has remained healed and 
serviceable since discharge from the hospital. 
This case is unfortunate in that the toe had to 
be amputated. We feel that had it been possible 
to allow spontaneous amputation, or perhaps 
waited longer before surgical removal, the foot 
might have been saved. From this.case we felt 
that rarely in early gangrene associated with 
arteriosclerosis, sympathectomy might be consid- 
ered. In two other cases of arteriosclerosis, one 
with, and one without gangrene, sympathectomy 
made no impression on the course of the disease, 
both patients requiring amputation of the leg at 
a later date. 

In one case of Causalgia, due to a dog-bite 
through one of the distal branches of the median 
nerve, several years previously, no change in the 
pain was admitted by the patient, in spite of ex- 
cellent hyperaemia following sympathectomy. 
Later this man had a complete section of the 
median nerve at the wrist by another surgeon 
without relief of symptoms. 

In one case of causalgia, due to a dog-bite 
syncope with some hardening of the skin of the 
fingers and hands, which we classified as sclero- 
derma with a Raynaud’ s syndrome, the hands 
became warmer and of better color, following 
sympathectomy on the brachial arteries, but 
there was no subjective change that would be 
admitted by the patient, who had other surgical 
lesions and a mild psychosis. She later commit- 
ted suicide. 

Since our report in 1924 we have done only 
eight additional periarterial sympathectomies, 


although a great many opportunities have been 
offered. The following is a brief résumé of these 
cases. 


CASE 1 
Traumatic Trophoneurosis 


M. C., a woman of 58, had her left hand severely 
contused by the slamming of a heavy door. There 
was great swelling and pain, and rapid loss of motion 
in the fingers. At the end of seven months, the time 
of my first observation, the hand was stiff, attempts 
at motion of fingers and wrist were excruciatingly 
painful. There was some swelling of the dorsum 
of the hand and of the third, fourth and fifth fingers. 
The hand was cold to touch, was bluish in color, the 
skin was shiny. The radial and ulnar pulses were 
palpable and of good quality. X-ray examination 
showed no abnormality except marked atrophy of all 
bones. The pain was so severe that sleep was im- 
possible without morphia. A diagnosis of traumatic 
trophoneurosis was made and brachial periarterial 
sympathectomy was done. There was immediate re- 
lief from pain, no further medication being needed. 
What little motion in the fingers and hand pos- 
sible, due to the long immobilization, was painless. 
The hand was warmer and had regained a normal 
color. She was able to have massage and some pas- 
sive motion, and even made a few woven baskets. 
About six months from the time of the sympathec- 
tomy pain began to return, and at the end of a year 
she was able to use the hand very little. Although 
the pain has not reached its former severity and there 
is now a slight range of painless motion, she has 
never been able to resume her former occupation as 
a char woman. Age, mentality, and arthritis may 
Lave had a bearing on the failure to rehabilitate this 
patient. 


CASE 2 
Arteriosclerotic Ulcer 


W. S., No. 261803, an English plumber of 64, en- 
tered the hospital March 19, 1924. He had had pneu- 
monia ten months before, followed by phlebitis in 
both legs. He was unable to work for four months, 
then worked three months in spite of considerable 
continued pain and swelling in the left leg. Three 
months prior to admission, a black spot appeared on 
the calf of the leg. This gradually spread to the 
size of 10x15 cm., on admission. Examination 
showed marked general arteriosclerosis. The periph- 
eral pulses in the lower extremities were not pal- 
pable. The collateral circulation, however, seemed 
very good. In addition to the ulcer on the calf of the 
leg there was a small ulcer on the great toe. He had 
severe pain. Femoral periarterial sympathectomy 
was done under local anesthesia seventeen days after 
admission. The femoral artery was found occluded 
and without pulsation at the site of the operation 
and was much thickened. Much to our surprise there 
was a marked hyperaemia following the operation 
with a change in the dirty sloughing ulceration to 
one of a clean granulating area, which was grafted 
with small deep grafts seventeen days after sympa- 
thectomy. The rapidity with which the ulceration 
healed was amazing. The lesion on the toe remained 
unchanged and from this the man’s pain continued. 
About five weeks from the time of the sympathectomy 
the healing of the ulcer stopped abruptly, leaving an 
area about one-eighth of the original size in the 
center. The grafts in this area failed to grow but 
did not come off. The ulceration of the toe began 
to spread and the whole toe gradually became gan- 
grenous. Low thigh amputation was done seven 
weeks after sympathectomy. The more or less abrupt 
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cessation of healing in this case was probably influ- 
enced by the regeneration of the sympathetic fibres. 
He reported seven months after amputation that he 
was well, his stump healed and painless. 


CASE 3 
Raynaud's Syndrome Plus Lues 


A. K., No. 265326, a Greek pedlar of 42, was admit- 
ted September 15, 1924, with the history of having 
chilled his feet seven years before, followed by ex- 
treme blanching. The next morning the nail of the 
great toe was dark blue. There was no great pain. 
The toe was amputated. Each sifcceeding winter this 
history would repeat itself with the loss of a toe. 
On two occasions a hand became involved with the 
loss of the index fingers. About twenty-one months 
before admission, ulceration appeared on the left 
foot and gradually became painful. It is interesting 
to note that until a very short time ago pain was not 
a feature of this disease. On admission it was in- 
tense, worse at night and sedatives were required 
‘for sleep. Examination showed cold hands with loss 
of both index fingers, poor radial and brachial pulsa- 
tions; feet cold, bluish red in color; first, second and 
third toes gone from each foot. No peripheral pulsa- 
tions palpable in the feet. There was a large deep 
ulceration, 10x12x6 cm., over the head of the first 
metatarsal. The blood Wassermann test was posi- 
tive. Left femoral sympathectomy was done Sep- 
tember 18, 1924. A good secondary reaction resulted 
without relief of pain, or any apparent change in the 
condition of the gangrenous area. He refused ampu- 
tation and was discharged unrelieved. He had had 
antiluetic treatment before admission and during his 
stay in the hospital. 


CASE 4 
Scleroderma 


B. F., No. 273035, a Hebrew presser of 58, was ad- 
mitted November 12, 1925, complaining of swelling 
of hands and feet for a year; at first intermittent, 
now constant. He had gradually increasing pain, 
severe itching of the hands, forearms, and face, in- 
creasing pigmentation on the dorsum of the hand, 
and loss of weight. He tried baking and massage 
for two months without improvement. Brachial peri- 
arterial sympathectomy on one arm was done with 
good secondary reaction and a partial relief of pain 
for two or three weeks, gradually returning to its 
former severity. The diagnosis in this case was 
probably scleroderma. He was perfectly well and 
never had a sick day before the onset of his present 
symptoms. He has been followed up to date and no 
gangrene has developed, but the skin seems to be 
thicker and harder, and motion in the fingers is 
becoming more limited. 


CasE 9 
Atypical Thrombo-angiitis Obliterans 


H. H., No. 270233, a Turkish shoeworker of 33, was 
admitted June 11, 1925. Nine years ago he had rheu- 
matism in the left foot but was able to continue his 
work in spite of swelling and pain. Five years ago 
his whole right arm felt cold for a month. Three 
years ago his right foot felt numb and chilly and 
was painful, causing him to spend five months in bed. 
The first toe was infected and seemed to be the seat 
of pain. The veins were red part way up the leg 
and the whole foot was sore. The great toe was 
amputated, the stump requiring a year to heal. Since 
then he has felt tired in both legs and has had dif- 
ficulty in walking, with intermittent claudication. 
Seven months ago all of the toes of the left foot grad- 
ually turned yellowish white and the foot became 


cold, particularly on the dorsum. He has not worked 
for the past three years. On admission there was 
a gangrenous area over the dorsum of the foot three 
inches in diameter. Amputation was advised but 
the patient refused. No peripheral pulsations in 
either foot were palpable Periarterial sympathec- 
tomy on the femoral artery was done. There was no 
relief from pain, or change in the ulcerative process. 
The patient was discharged after again refusing am- 
putation and has not been traced. 


CASE 6 
Irritative Nerve Lesion — Traumatic Trophoneurosis 


J. F., No. 274112, a male State ward of 15, fell, in 
October, 1925, cutting his right wrist on broken glass. 
The wound was sutured in another hospital. He 
was admitted here January 14, 1926, with diagnosis 
of neuroma of the ulnar nerve. A lysis and trans- 
position of the nerve was done by Dr. Hodgson, on 
account of extreme hypersensitiveness in its distri- 
bution below the scar. There was no relief following 
this operation. The ulnar side of the hand was blue, 
the area involved perspired profusely, was exquisitely 
tender to touch, and motion was unbearable. A bra- 
chial periarterial sympathectomy was done without 
relief. A further lysis was accomplished by Dr. 
Hodgson with resection of one inch of the sensory 
branch. There was no relief from this procedure 
and later Dr. Hodgson divided the whole nerve at 
the middle of the upper arm. This relieved the pain. 
This was a case of traumatic trophoneurosis due to 
real nerve irritation. 


CASE 7 
Spina Bifida with Trophic Ulcerations 


S. S., No. 260560, an Italian boy of 14, was admitted 
in January, 1924, with a diagnosis of Spina Bifida, 
Talipes Equinus Varus, and extensive bilateral trophic 
ulcers. A bilateral Symes amputation was done by 
Dr. Wilson. The patient was discharged healed about 
two weeks after operation and readmitted with ulcer- 
ation on the left amputation stump three months 
later. Periarterial sympathectomy was done, with 
marked improvement in appearance of the ulcer, 
which began rapidly to heal from the edges. 
weight-bearing was necessary, a pedicle graft was 
made from the other leg to the ulcer, seven days after 
sympathectomy, and the boy was discharged with 
the stump healed, five weeks after grafting. In spite 
of every effort on the.part of the orthopedic depart- 
ment to keep an even pressure on this stump, ulcera- 
tion recurred. Amputation of the leg was done by 
Dr. Wilson in November, 1924, six months after sym- 
pathectomy. 


CaAsE 8 
Syringomyelia with Penetrating Trophic Ulcer 


A. P., No. 262335, a Greek iron-worker of 28, was 
admitted to the hospital April 12, 1924, with a diag- 
nosis of syringomyelia and trophic lucer, 144 cm. in 
diameter, on the plantar surface of the right foot. 
The syringomyelia began sixteen years prior to ad- 
mission, following a fever, and for five years he has 
had disturbed sensation in his right foot and leg. 
The ulcer began five years ago. It was excised with 
healing in three weeks, remaining healed until seven 
months prior to admission, when it recurred and was 
excised again without healing. Femoral periarterial 
sympathectomy and excision of the ulcer was done 
April 18, 1924. The lesion was healed solidly ten 
days after sympathectomy. He was fitted with a 
special shoe to relieve pressure over the operated 
area and discharged May 7, 1924. On September 10, 
1924, the patient was seen in the follow-up clinic by 
Dr. E. P. Richardson, who made the following note: 
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hospital the ulcer recurred and soon reached its pre- 
vious size. His own physician had strapped the ulcer 
five days before his return to the clinic and the pa- 
tient would not allow this removed as he felt that 
this strapping would result in a cure. He has not 
reported since. Whether this man wore his properly 
fitted shoe, we do not know.” 


Summarizing this last group of eight cases, 
we have two trophic ulcerations in spinal cord 
lesions healing quickly following sympathec- 
tomy: one arteriosclerotic ulcer almost healed, 
and one trophoneurosis relieved entirely of pain 
for six months. The long standing case with 
the Raynaud’s syndrome plus lues, the atypical 
thrombo-angiitis obliterans, the irritative nerve 
lesion, and the scleroderma were unchanged. 

Dr. W. J. Mixter called my attention to the 
marked inerease in surface temperature in the 
extremity of one of his patients following a lum- 
bar ramisectomy for spastic paraplegia as intro- 
duced by Royle. This is indeed striking and 
now, two years after the operation, there is as 
much as 18° Fahrenheit difference in part of the 
foot as compared with the unoperated side. Ad- 
son and Brown reported their observations on 
five cases of lumbar ramisectomy and ganglionec- 
tomy as regards surface temperature and heat 
production, finding a marked increase in both 
following the operation. This led them to apply 
ramisection and ganglionectomy, plus periar- 
terial sympathectomy in a case of Raynaud’s 
disease with immediate, complete relief. Three 
other eases of similar nature have been reported 
by them, one of the upper extremity. One case 
has remained symptomatically cured for one 
year. They also reported five selected cases of 
thrombo-angiitis obliterans treated by this com- 
bined operation. There was one post-operative 
death from pneumonia. In the other four there 


was early relief of pain with the rapid healing | 


of ulcerations in three. The case followed long- 
est in this group was less than eight months’ 
duration at the time of this report. Adson and 
Brown have selected for operation only those 
cases in which they could demonstrate a marked 
increase in surface temperature and heat pro- 
duction following a febrile reaction induced by 
the protein shock of an intravenous injection of 
typhoid vaecine. The local reactions following 
this test were analogous to the post-operative 


cate that they limit their combined operation to 
patients who have an adequate collateral circula- 
tion which is handicapped by the reflex irritation 
of a secondary local lesion, probably through the 
sympathetic nervous system, and if the results 
obtained are found to be more or less permanent, 
the operation may be justifiable. It must not 
be overlooked, however, that the cures reported 
by various palliative measures, as well as the 
spontaneous remissions often observed in the 
disease, are undoubtedly found in this same 
group of selected cases. On the other hand, it is 
obvious that without an adequate collateral cir- 
culation, no benefit could be expected from: the 
operation. 

In conclusion, we feel that periarterial sym- 
pathectomy has a very limited field. In cases 
with adequate circulation with vasomotor and 
trophic disturbances of short duration, where 
proper protection can be given afterwards, it 
may be justifiable. It is undoubtedly followed 
by a temporary hyperaemia which is more effect- 
ive than that produced by electrical or mechani- 
cal measures, and will aid in the healing of 
stubborn ulceration. It must be remembered, 
however, that the cases benefited by it will prob- 
ably heal with a longer period of palliative treat- 
ment. 

The combined operation of Royle and Leriche 
as used by Adson may be more effective than 
periarterial sympathectomy alone, but it is a 
much more serious undertaking and not without 
danger. It seems to us that ramisectomy alone 
as advocated by Royle is just as effective as the 
combined operation used by Adson and is a safer 
procedure. No ill effects from periarterial sym- 
pathectomy were observed in any of our cases. 
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THE X-RAY IN THE DIAGNOSIS OF APPENDICEAL ABSCESS* 
BY MAX RITVO, M.D. 


THE diagnosis of appendiceal abscess is usu-| 
ally made without difficulty ; the history, physi- 
cal examination and laboratory studies give 
quite typical findings. Also, the symptoms are 
' usually of such an acute nature, and the inflam- 
matory process so intense, that the X-ray exami- 
nation of the gastro-intestinal tract is neither 


*From the Roentgen Laboratory, Boston City Hospital. 


advisable nor particularly helpful. However, 
low-grade, walled-off abscesses may give rise to 
obscure symptoms and go undiagnosed for days 
or even weeks. In this type of case, X-ray 
studies are of material assistance in arriving at 
a diagnosis. This is especialy true in cases in 
which the extension of the abscess has been lim- 
ited by the formation of adhesions, or walled off 
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by the cecum, colon and adjacent loops of the 


small intestines. We have had two cases of this 
nature in which the X-ray findings were so 
strikingly similar and typical that we have felt 
it worth while to place our findings on record, 
with the feeling that they may be of assistance 
to others in like cases. 

In both of these patients, the symptoms were 
slight and rather indefinite. The clinical diag- 
nosis was uncertain, although the nature of the 
case was suspected, and the X-ray studies were 
found to be an important factor in making the 
diagnosis definite. In each instance, the clini- 
cian in charge of the patient requested the X-ray 
examination. Barium meals were administered 
and the routine gastro-intestinal studies were 
made without apparent harm to the patient. 

The X-ray examination, in each instance, 
showed a displacement of the cecum and ter- 
minal ileum, the displacement varying with the 
location and size of the abscess. In our first 
case, the abscess was high, along the medial bor- 
der of the cecum and ascending colon. The 
terminal portion of the ileum had migrated up- 
ward and encircled the abscess. This circle was 
about the size of an orange, lying at the level of 
the crest of the ileum, with the loop of small 
bowel, cecum and ascending colon completely 
enclosing the abscess. In the second case, the 
abscess was below the cecum, extending down- 
ward into the pelvis. In this instance, the 
cecum and terminal ileum were displaced up- 
ward and had formed a roof over the abscess, 
limiting its spread into the general abdominal 
eavity. 

The fluoroscopic observations gave very im- 
portant findings in our cases. The cecum and 
terminal ileum were high and were found to be 
fixed in the positions above described, whereas 
these portions of the gastro-intestinal tract are 
normally movable. Also, distinct and definitely 
localized tenderness was present over the region 
of the abscess on fluoroscopic palpation. A note- 
worthy point is that in neither instance was the 
tenderness directly over McBurney’s point. In 
the first case, the tender area was at about the 
level of the crest of the ileum, and in the second 
it was low in the right lower quadrant, in the 
region of the pelvis. 


CASE REPORTS 


CasE I. Male. White. Age 54. 

Chief Complaint: Pain in the lower abdomen for 
the past three weeks. 

Present Illness: Three weeks ago the patient had 
an attack of “rumbling gas in the lower intestines” 
associated with marked gaseous eructations. This 
came on during the night and was followed by a diar- 
rhea lasting for about two days. Ever since this 
onset he has had a dull, gnawing pain in the mid- 
portion of the lower abdomen. The pain was most 
noticeable at night and was relieved by walking and 
evacuation of the bowels. During these three weeks 
he has had a daily bowel movement with milk of 
magnesia, although he had never previously required 
laxatives. There has been no nausea or vomiting, 


but his appetite has become very poor and he has 
become very weak. 

Physical Examination: A rather obese patient ly- 
ing quietly in bed and apparently not in discomfort. 
There is indefinite tenderness in the right lower 
quadrant and deep pressure in this region causes 
a sensation of dull pain about the umbilicus. There 
is an indefinite mass about the size of a small orange 
in the right lower quadrant. No spasm is present. 

X-Ray Findings: .The stomach and duodenum 
showed no abnormality. At the examination six 
hours after the ingestion of the opaque meal, the 
barium was seen distributed in the ileum, ascending 
and transverse colon. The cecum was displaced up- 
ward out of the pelvis to the level of the crest of the 
ileum. The terminal few inches of the ileum made a 
rounded curve about two inches in diameter and the 
ileo-cecal junction could be clearly visualized. (See 
Figure I.) On fluoroscopic examination, the terminal 
ileum and cecum were fixed, and, on palpation, there 
was definitely localized tenderness over these regions. 


FIGURE I 


APPENDICEAL ABSCESS 


CASE I. Plate six hours after barium meal. X indicates 
site of abscess. Arrows point to displaced and fixed terminal 
ileum. 


At the 24-hour examination there was still a defi- 
nite residue in the terminal ileum, cecum and ascend- 
ing colon. The fixation and tenderness were present 
as at the previous examination. 

Operative Findings: A large appendiceal abscess, 
apparently well walled-off. The abscess was opened 
and much foul smelling pus discharged. The appen- 
dix was not found. 


Case II. Female. White. Age 30. 

Chief Complaint: Pain in right lower quadrant. 

Present Illness: Patient began complaining of a 
pain in the right lower quadrant about three days ago. 
The pain has been dull, never very severe, and con- 
tinuous; it does not radiate. Bowels have been regu- 
lar. She has had no nausea, vomiting or gastro 
intestinal upset. The symptoms have at no time 
been severe enough to require her to go to bed; ex- 
cept for the pain in the right lower quadrant, she has 
felt fairly well. 

Physical Examination: A well-developed and nour- 
ished woman lying quietly in bed, apparently in no 
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great pain or distress. The abdomen is soft, tender 


and not spastic. There is no shifting dullness. A 
mass the size of an egg can be felt in the right lower 
quadrant. This mass is not movable, only slightly 
tender, and does not fluctuate. Pelvic examination 
negative. The urinary examination was entirely neg- 
ative. White count 9,600. 

X-Ray Findings: 
after the ingestion of the opaque meal, the barium 
was distributed through the small bowel and colon 
in the usual manner. The cecum was displaced up- 
ward, almost to the level of the iliac crest; the ter- 
minal ileum was displaced toward the mid-line and 
upward. (See Figure II.) On fluoroscopic observa- 
tion, the terminal ileum and cecum were found to be 
fixed, with tenderness in the right lower quadrant 
just below the cecum. 


FIGURE II 
APPENDICEAL ABSCESS 


CASE If. Six-hour plate. X indicates site of abscess, Ar- 
rows indicate displaced and fixed terminal ileum. 


At the 24-hour examination, the terminal ileum was 
empty, but the colon, from cecum to rectum, was well 
filled. The cecum was found to be displaced upward 
and to the right with flattening of its medial border. 
(See Figure III.) There was definite fixation of the 
cecum and aseending colon with tenderness in the 
right iliac fossa. 

With our findings in the first case in mind, we felt 
that we were here dealing with a low-grade abscess 
in the right lower quadrant. The patient did not 
appear very ill, however, so it was decided to confirm 
these findings by a second gastro-intestinal series. 
The findings in this instance were the same as before. 

Operative Findings: A hard, non-movable mass, 
about the size of a hen’s egg, in the right lower quad- 
rant. This mass extended well down into the pelvis; 
the cecum and terminal ileum were adherent to its 
upper border. On puncturing this mass, pus was 
obtained. The inflammatory area was drained and 
the patient made an uneventful recovery. 


At the examination six hours | 


FIGURE III 
APPENDICEAL ABSCESS 


CASE II. Twenty-four-hour plate. X indicates site of ab- 
scess. Arrows point to displaced and flattened cecum. 


CONCLUSIONS 


A low-grade walled-off appendiceal abscess 
may give obscure and indefinite symptoms, mak- 
ing a correct clinical diagnosis difficult. The 
X-ray examination in this type of case is of 
very great aid. Barium meals were administered 
and the routine X-ray studies of the gastro-in- 
testinal tract made without apparent harm to 
the patient. The following typical findings 
were present in the two cases reported. 

(1) Displacement of the cecum, ascending 
colon, and terminal ileum, the displacement 
varying with the location and size of the abscess. 

(2) Fixation of the terminal ileum and 
cecum. 

(3) Tenderness over the region of the ab- 
scess. 
I wish to express my thanks to Dr. P. F. Butler, 


Roentgenologist-in-Chief, X-ray Department, Boston 
City Hospital, for his kind assistance and codperation. 


A FORGOTTEN SALISBURY SURGEON: EDWARD GOLDWYRE, 1706-1774 _ 


BY WILLIAM PEARCE 


Two recent letters in the Times Literary Sup- 
plement* concerning this little-known figure in 
medical history are of added interest at the 
present time from the increased incidence of 
smallpox in. this country on account of the lax 
vaccination laws. | 

De Castro tells us that it was to Edward Gold- 


*The Times Literary Supplement, January 13 and January 27, 
1927. I am indebted to Mr. Alfred Ela for the references. 


COUES, M.D., F.A.C.S. 


wyre that the following letter was addressed, 
‘¢ At his house on the Close of Salisbury.’’ The 
letter follows: 
“Fisherton-Anger Gaol, 
“October 3, 1736.: 
“Sir: 


“Being informed that you are the only surgeon 
in this city or county, that anatomies men, and I be- 
ing under the present unhappy circumstances, and 
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in a very mean condition, would gladly live as long 
as I can: but by all appearances I am to be executed 
next March, having no friends on earth that will 
speak a word to save my life, nor send me a morsel 
of bread, to keep life and soul together until that 
fatal day, so if you wili vouchsafe to come hither, 
I will gladly sell you my body (being whole and 
sound), to be ordered at your discretion, knowing 
that it will rise again at the general resurrection, 
as well from your fnouse as from the grave. Your 
answer will — oblige yours, etc. 
“JAMES BROOKE.” 


This letter first appeared in ‘‘ Professional An- 
ecdotes of Medical Literature’’ in 1825, and was 
reproduced in Peachey’s Memoir of William and 
John Hunter, published in 1924. 

De Castro says that the present importance of 
the letter is because of the inference that Gold- 
wyre was at that time the best-known surgeon in 
Wiltshire, and perhaps the only teacher of 
anatomy in that part of the west of England. 
He further points out that for legal reasons 
cadavers were difficult to obtain in the first part 
of the eighteenth century and commanded a good 
price. The act of accepting this prisoner’s offer, 
he says, would probably be valid, ‘‘ Although 
after the act of 1752, in the passing of which 
Fielding had a hand, it was probably necessary 
to obtain the concurrence of the Judge of As- 
size.’’ 

Fielding married a Miss Craddock, whose 
mother occupied a house in Salisbury Close, the 
next to hers being assessed for £1 4s, in the occu- 
pation of ‘‘Mr. Goldwyre.’’ Mrs. Fielding was 
the victim of a carriage accident, which nearly 
tore her nose from her face, and this incident is 
depicted in Fielding’s ‘‘ Amelia’’ as happening 
to his heroine. De Castro says, ‘‘In painting the 
distress of Amelia, Fielding depicted the experi- 
ences of his lost Charlotte, who had died in 1744. 
‘Amelia,’ exclaims the malignantly minded 
Richardson, to Mrs. Donnellan, ‘even to her 
moselessness, is his first wife.’?’’ ‘‘And Lady 
Louisa Stuart, in her ‘Introductory Anecdotes’ 
to Lord Wharncliffe’s edition of Lady Mary 
Wortley Montague’s ‘Letters and Works,’ refers 
to the ‘beloved first wife, whose picture Fielding 
drew in his Amelia, where even the glowing lan- 
guage he knew how to employ did not do more 
than justice to the amiable qualities of the origi- 
nal, or to her beauty, although this had suffered 
a little from the accident related in the novel—a 
frightful overturn, which destroyed the gristle 
of her nose.’ ’ 

De Castro believes that it was in all proba- 
bility Mr. Goldwyre who operated upon Char- 
lotte Craddock, and concludes that ‘‘ Those who 
share the view that Mrs. Fielding exercised a 
profound influence, albeit an unconscious one, on 
English literature in the character of Sophia 
Western and of America will perhaps like to be- 
stow a kind thought on Mr. Goldwyre.’’ 

The letter of January 27 concerning. Goldwyre 
and inoculation is as follows: 


“Sir: 


“Since the appearance in your issue of the 13th 
of the note with the above title (‘A Forgotten Salis- 
bury Surgeon’), the following brochure has been con- 
sulted: ‘An Account of the Success of Inoculating 
the Smallpox in Great Britain with a comparison 
between the Miscarriage in that Practice and the 
Mortality of the Natural Smallpox, by James Jurin. 
M.D., Secretary of the Royal Society, Fellow of the 
College of Physicians and Reader of Anatomy at 
Surgeons Hall, 1724.’ Consequent on the introduction 
of inoculation into England by Lady Mary Wortley 
Montague, George I directed Dr. Mead in 1721 to 
make trial on seven condemned malefactors, to whom 
his Majesty in consideration granted free pardons. 
Foremost among the eminent physicians impressed 
by the promising results obtained by Mead was Jurin. 
He essayed to compare by statistics the percentage 
of persons that had succumbed, during the five pre- 
ceding years, to naturally contracted smallpox (as 
disclosed by the Bills of Mortality), with the percent- 
age of those who fell victims to induced smallpox. 
To this end Jurin sought from medical practitioners, 
in town and in the provinces, returns of patients 
inoculated in the years 1721, 1722 and 1723. 

“Suffice it here to remark that the number of per- 
sons inoculated in Salisbury during this period was 
ninety-nine, the record figure. The next highest is 
eighty-eight for the whole of Yorkshire and Durham, 
while the return for Cambridge is four, and for Bristol 
one only. Of the ninety-nine inoculations in Salis- 
bury, fifty-three were performed by ‘Mr. Goldwyre, 
surgeon,’ two other surgeons of that city being re- 
sponsible for the other moiety. 

“The fair inference is that, outside of London, Gold- 
wyre was the most strenuous advocate of inoculation 
in this country at its introduction, a fact elucidating 
Henry Fielding’s reference to ‘a famous surgeon,’ 
an epithet which, for reasons offered in the last note, 
was deemed to have been offered in compliment to 


Mr. Goldwyre.” 
* * * 


Since writing the foregoing, I have been noti- 
fied by Mr. Ela of the two letters attached, which 
explain themselves, but do not take away our 
interest in Edward Goldwyre. 


“A FORGOTTEN SALISBURY SURGEON 
“Sir: 


“In the Literary Supplement of January 13 under 
the above heading Mr. J. Paul De Castro has given us 
much interesting information about Mr. Edward Gold- 
wyre, a surgeon living in the Close, Salisbury, in 1736. 
Can he tell us what was the relation between him 
and (1) William Goldwire, who entered Winchester 
College in 1710, age 13, from Harnham Wilts, and 
(2) Henry Goldwire, who entered Winchester College 
in 1712, age 11, from the parish of St. Martin, Sarum, 
ad took the degree of M.A. from Exeter Oxford in 

“Yours faithfully, 
“JoHN B. WAINWRIGHT.” 
“Sir: 

“I have consulted the Goldwyre lineage drawn up 
by Mr. A. R. Bayley, Pedigree Register for June, 1912, 
and April, 1913, referred to by Mr. Herbert Druitt 
in your issue of January 27, and I have read the 
inquiry of Mr. Wainwright which you have permitted 
me to see in advance. 

“I have also been in enevesibeniinnaie with Mr. 
Druitt, who has just found a more detailed Goldwyre 
pedigree furnished by Mr. Bayley in 1909, from which 
I extract the following: 


“William Goldwyre, Surgeon of Sarum, 
who in 1690 married Mary Smith of Sarum 
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and died in 1748, had eight children, among 
whom were (1) William, surgeon of Bland- 
ford; (2) Henry, born in 1700, scholar of 
Winchester College 1712, Wadham College 
1719, Sarum Fellow of Exeter 1791, m. 1726, 
d. 1731; (3) George, surgeon in Marlborough, 
d. 1771; (4) Edward, surgeon of Sarum, d. 
1774, age 68.’ 

“In view of the fact that Edward Goldwyre was not 
born until 1706, I must modify the opinion expressed 
in my note of January 27, as it is clearly more prob- 
able that the inoculations recorded by Dr. Jurin were 
performed by his father, William Goldwyre. The 
other points, however, remain untouched, but rather 
corroborated by the fact which I have since learned, 
that Edward Goldwyre was sufficiently famous to be 
presented with the freedom of the city of Salisbury 
in 1748. 


“J. Paut De Castro.” 
“Your obedient servant, 


A NOTABLE DOCUMENT 


Amonea the weaknesses in the administration 
of American criminal law none has stood out 
more conspicuously in recent years than that 
manifested in connection with the ‘‘insanity 
plea.’’ The methods of securing ‘‘expert testi- 
mony’’ as to the mental condition of persons on 
trial for criminal offenses have bred a situation 
that has long been stultifying to medicine and 
the law alike. Psychiatry took up the challenge 
three years ago when, reacting to the unfavor- 
able public sentiment generated by the unfor- 
tunate procedures attending the handling of 
certain prominent criminal cases and brought to 
a focus at the time of the Loeb-Leopold ‘‘hear- 
ing in mitigation,’’ the American Psychiatric 
Association appointed a committee from its own 
group to study the question. Since then this 
committee has given close attention to the whole 
problem of the relation of psychiatry to the law, 
not only in respect to the matter of ‘‘expert 
testimony’’ but with reference to the problem 
of crime in general. Indeed, it considers the 
“‘alienist’’ question of minor importance com- 
pared to that of utilizing the knowledge gained 
by psychiatry and criminology regarding hu- 
man behavior in the modification of the entire 
system of criminal law procedure. 

The committee’s report was the outstanding 
feature of the business transacted at the Associ- 
ation’s eighty-third annual meeting held in Cin- 
cinnati on June 2nd. As a definite statement 
of the position of psychiatry on the question of 
crime, it is perhaps one of the most important 
documents ever issued by the Association, repre- 
senting, as it does, authoritative American psy- 
chiatric opinion in general, and the mature 
thought and conviction of a group interested in 
the criminological aspects of psychiatry in par- 
ticular. 

A discussion of the theoretical considerations 
involved in the ‘‘ psychiatric point of view’’ and 
a list of practical recommendations for the ad- 
vancement of this point of view among those re- 
sponsible for the administration of our criminal 


laws make up the burden of the report. Its ma- 
jor premise is that psychiatry should not be 
called upon to deal with questions of responsi- 
bility at all, but should be enlisted solely in at- 
tempts to find out the facts concerning the 
make-up and nature of the prisoner at the bar. 
What manner of man is he? What is this indi- 
vidual’s mental, physical, emotional, and social 
status? What are the motives back of his crimi- 
nal conduct? What are the factors—not certain 
ones but all the factors—that impinge upon his 
personality and have a bearing upon his be- 
havior? For the psychiatrist mone are ‘‘in- 
competent, irrelevant or immaterial.’’ 

A second cardinal point in the philosophy of 
the report is its insistence upon individualiza- 
tion in the treatment of the offender. To this 
end it favors ‘‘radical changes in legislative en- 
actment and legal procedure and penal prac- 
tice,’’ advocating, for example, the adoption of 
proposals made by the American Institute of 
Criminal Law and Criminology, with respect to 
trial procedure, (a) that the disposition of all 
misdemeanants and felons be based upon study 
of the individual offender by properly qualified 
and impartial experts codperating with the 
courts; (b) that such experts be appointed by 
the courts with provision for remuneration from 
public funds; (c) that no maximum term be set 
to any sentence; (d) that prisoners be dis- 
charged or released upon parole only after com- 
plete and competent psychiatric examination 
with findings favorable for successful rehabilita- 
tion; (e) that the incurably inadequate, incom- 
petent and anti-social offenders be interned 
permanently, without regard to the particular 
offense committed; (f) that the use of the ‘‘hy- 
pothetical question’’ and of the terms ‘‘insane’’ 
and ‘‘insanity’’ and ‘‘lunacy”’ be abolished, etc., 
ete. It is the belief of the committee that such 
a program will operate more effectively to secure 
the protection of society, bring about the sociali- 
zation of the criminal, and serve the ends of 
justice, than all the repressive measures legis- 
lative ingenuity or short-sighted police control 
can devise. 

It is significant that these recommendations 
should be in substantial agreement with those of 
a body of men who have to deal with the prob- 
lem of the criminal in its most practical aspects, 
experts in their line who have tried and found 
wanting the traditional legalistic methods—the 
delegates to the Ninth Internaticnal Prison Con- 
gress held in London in 1925. That progress 13 
being made is evident in the experience that has 
already followed from the recent enactment of 
forward-looking and enlightened legislation in 
Massachusetts, from certain salutary changes 
in penal administration effected in New York 
State, and the practical applications made from 
studies by the National Crime Commission and a 
number of similar State bodies—Mental Hy- 
giene Bulletin. | 
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CASE 13341 
GOITER WITH EXTREME CYANOSIS 
MeEpIcaAL DEPARTMENT 


An American schoolgirl fourteen years old 
came to the Emergency Ward nearly moribund 
on March 5 at 7.50 p. m. accompanied by a nurse 
who said she could not stay to give a history. 
She had given the patient an eighth of a grain 
of morphia at 6 p. m. 

Clinical examination showed a poorly devel- 
oped and nourished little girl desperately sick, 
unbelievably cyanotic, extremely dyspneie and 
orthopneic, breathing with a respiratory stridor 
and using the accessory respiratory muscles. The 
skin showed a generalized pale purplish blush 
over the body which faded to white on the slight- 
est pressure. The left lobe of the thyroid showed 
a smooth plum sized enlargement without bruit 
or thrill. Eyes exopthalmic. Pupils contracted 
(morphia). Lips dark purple, very dry. Chest 
asymmetrical. Left chest anteriorly more promi- 
nent than right. Heart much enlarged to the left, 
no enlargement to the right. Diffuse impulse seen 
in the fifth and sixth spaces and second and 
third spaces on the left, forceful to palpation. 
No thrill. Rate 180. Action irregular. Loud 
systolic and diastolic murmurs at the apex and 
second left space, the latter too loud to listen to 
comfortably with a bell stethoscope. The dia- 
stolie murmurs could not be accurately timed. 
Much quieter murmurs at the aortic area, prob- 
ably the same ones transmitted. No friction 
sound. Tricuspid area the same as the aortic. 
Lungs examined in front only. Coarse crepitant 
rales in both axillae, more on the left. No dull- 
ness. Palpation of abdomen difficult because of 
orthopneic position. Neither liver nor spleen 
was felt. Liver dullness apparently not in- 
ereased. No obvious fluid or tenderness. Ex- 
treme cyanosis of nails of fingers and toes; no 
clubbing. 

Temperature 102° rectal, pulse 156, respira- 
tions 56. 

Orders. Gatch bed. Absolute rest. Should 
make no motion at all. Fluids ad libitum. 
Morphia 1/8 grain s.c. at 11 p. m. and 4 a, m. 
Digalen 1 ampule at once intramuscularly and 
again at 4a. m. if not vomiting. Ice bag to pre- 
cordium if patient seems to like it. Oxygen on 


15 seconds and off 15 seconds; if no improvement 
stop after three trials. 

A cardiac consultant reported, ‘‘This patient 
was seen by me March 4 at 8.30 p.m. The his- 
tory was that she had had palpitation of the 
heart at intervals all her life, with blueness of 
the lips and dyspnea on exertion for years. She 
was not a ‘blue baby’. She had had no signifi- 
cant infections, but she had been considered a 
puzzle in diagnosis for years by physicians who 
had examined her. She had been subject to at- 
tacks of aching in the right eye and vomiting for 
years. Her eyes had always been prominent. 
For three years she had had a goiter which was 
being treated with electricity. 

““Two weeks before the present illness she had 
had upper respiratory infection, but had re- 
turned to school. Four days before I saw her 
she came home with an attack of diarrhea, 
vomiting and abdominal pain associated with 
palpitation of the heart which had persisted. 
The local physician had observed a rapid irregu- 
lar tachycardia for three days. 

‘“When seen by me the physical examination 
was essentially as given in the hospital record. 
There was auricular fibrillation, rate 180, with 
a loud rough systolic murmur, loudest at the 
third left space, with a thrill, and a shorter 
diastolic murmur at the same region, also rough. 
There seemed to be mechanical obstruction to 
respiration. There was no clubbing of the fin- 
gers. . . She was given 15 grains of digitalis 
in 24 hours without effect.’’ 

She was put in a Gatch bed, given an ampule 
of digalen (a grain and a half of digitalis) intra- 
muscularly, an ice bag to the precordium and 
oxygen by face funnel. She showed no improve- 
ment at all, and died two hours and ten minutes 
after admission. 


Discussion 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE PHYSICAL EXAMINATION 


1. We have no history; we have to reason 
purely objectively on the signs. 

2. ‘*The skin showed a generalized pale pur- 
plish blush over the body which faded to white 
on the slightest pressure.’’ I do not know what 
to say about that except that it is probably cy- 
anosis. It might conceivably be some sort of 
poisoning. 

3. The dryness of the lips makes us think of 
a previous fever, something that could not have 
come within a very short time as the cyanosis 
could. A person who has just inhaled a foreign 
body has a cyanosis in a few minutes, but cannot 
get dry lips in a few minutes. 

4. The murmurs were very loud in the second 
left space, the region where we look for con- 
genital heart trouble especially. We could not 
say whether the diastolic was early, late, or mid- 
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diastolic because the heart was going too fast. 
But there were double murmurs, especially loud 
in the second left space. 

5. ‘‘No elubbing of the fingers’’ goes with a 
shorter duration than we might otherwise con- 
sider. 

6. The eardiae consultant said that she had 
had these cardiac symptoms all her life, which 
makes it more likely, I should suppose, to be a 
congenital than a rheumatic heart trouble. 


DIFFERENTIAL DIAGNOSIS 


I think we certainly have to say ‘‘congenital 
heart disease.’’ The history and the physical 
examination on the whole are explained by that 
better than by anything else. The discussable 
question is: ‘‘is there anything else?’’ At the 
very end there is a suggestion of some mechani- 
eal obstruction to respiration. Can she have a 
substernal goiter? She has evidence of goiter 
above the sternum. We certainly ought to specu- 
late whether she is not getting pressure from ex- 
tension of the same tumor below the sternum. 

A Puysictan: How about her vomiting, pain, 
and diarrhea? 

Dr. Casot: Of course we have to consider 
some complicating infection. The cardiae con- 
sultant does not say that there was temperature 
when he saw her the day before. Temperature 
such a short time before death does not neces- 
sarily mean any infection, though perfectly com- 
patible with pneumonia. The rales might be all 
one could hear in pneumonia. 


A Puysician: That temperature and diar- 
rhea would be consistent with toxic goiter, 
wouldn’t they ? 

Dr. Casot: We have temperature and diar- 
rhea in aeute toxie goiter, yes. There are two 
difficulties about that diagnosis. In the first 
place we have no way of verifying it after death, 
metabolism being the only way we can verify it, 
and second, at her age it is a rare thing to get 
so much toxicity as that. It will be interesting 
to see whether there is also an enlarged thymus. 
Enlarged thymus goes often post-mortem with 
cases of hyperthyroidism, and especially if there 
is respiratory difficulty that would naturally 
come to our minds as a cause. 

I do not know how to say anything more on 
the facts we have than that there is a possibility 
that large thyroid or thymus or both assisted to 
produce death, which does not seem as if it could 
be due to that alone, the duration is so short. It 
is not chronic passive congestion, it is acute. 

A Puysician: Pulmonary infarcts? 

Dr. Cazot: It is not the sort of case in which 
we expect pulmonary infarct. We expect it in 
cardiac cases which have been going along for a 
long time and have had time to form a clot in the 
heart, or else in post-operative states where a clot 
can come up from the region of the operation 


through the veins and go from the right heart to 


the lungs. Neither of those things seems to be 
present here. But the intense cyanosis, the sud- 
den death, and the respiratory trouble would fit 
perfectly with pulmonary infarction. 

A Puysician: How about aneurysm? 

Dr. Casot: Did you ever hear of or see an 
aneurysm in so young a person? The age and 
sex are both against it, and I do not sée that we 
have any physical signs to suggest it. I think 
we can rule it out. 

A Puysician: Is there any significance in 
the pain in the right eye and vomiting? 

Dr. Cazor: I cannot identify them as part of 
any disease or syndrome that I know. 

A Puysician: Isn’t it usually associated 
with neoplasm on that side? | 

Dr. Casot: We have headache with brain 
disease and we may of course have vomiting with 
brain disease. But I should not think she had 
nearly enough symptoms to make us think of 
brain tumor. Did you examine the head, Dr. 


Mallory ? 
Dr. No. 
Dr. Casot: Then we won’t discuss it. If we 


could have known I should have prophesied. that 
nothing would be found. I do not think she 
died of heart trouble alone. I think there is 
something else, but I do not feel clear what that - 
something else is. I do not think the heart plus 
acute infection is enough. If she had a wide- 
spread pneumonia it might do, but she has had 
very little to suggest that. The only thing I feel 
clear about is that she has some congenital heart 
lesion. If she has a serious one it is more likely to 
be pulmonary stenosis than any other kind. It 
may be accompanied by a hole through the auri- 
cles or ventricle, or that hole may be the only le- 
sion. As to the terminal events, it seems to me 
thymus asthma or dyspnea, substernal thyroid 
enlargement, and possibly infection. We can im- 
agine a thyroid abscess which would give enlarge- 
ment and press on the trachea, possibly pulmo- 
nary embolism, although I think that is unlikely. 
Pneumonia is always possible. Acute thymic 
dyspnea almost always comes much earlier. I 
never knew any case to begin at this age. When 
I spoke of thymus I had in mind chiefly the en- 
larged thymus that goes with hyperthyroidism 
and might be a part of the picture here. 

A Puysictan: She had palpitation for years, 
which would go with thymus. 

Dr. Casot: That might be due to her heart 
trouble, not to the thymus. I do not think en- 
larged or persistent thymus ever causes palpita- 
tion. 

A Puysicran: At what time does the thymus 
disappear ? 

Dr. Matuory: It usually lasts into puberty 
and disappears pretty rapidly after that time. 
It increases slightly in size until puberty, then it 
changes over into fatty tissue. Sometimes it 
even increases in size in later life, just as all 
fatty deposits may increase. | 
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A Puysictan: Is there a possibility of sar- 
coma ? 
Dr. Casot: I think not. I never knew a per- 
son to have one big enough to kill without physi- 
cal signs. 

A Puysician: Could this be an acute ab- 
domen ? 

Dr. Casot: I do not believe it. She did 
have some abdominal signs, but they might easily 
be due to congested liver. 
A Puysician: ‘Toxic goiter would cause these 
symptoms. 

Dr. Casot: Yes. The difficulty with toxic 
goiter is that we have the prominent eyes to base 
it on and that is about all. We have a little 
thyroid enlargement. Her palpitation might be 
accounted for in that way. But toxic goiter at 
fourteen is a very uncommon thing. I hesitate 
to make that diagnosis in anyone so young. 

A Pauystctan: Could the abdominal condi- 
tion be explained by mesenteric thrombosis? _ 
Dr. Casot: Yes. I am betting against it 
though. 

A Puysician: Was she still under treatment 
with ‘electricity during the time she had this 
attack ? 

Dr. Casot: I take it, yes. I do not suppose 
she was being treated every day. But I do not 
believe that bears on the case. 

A Puystcran: Would too much electricity 
produce any abnormal condition? 

Dr. Carnot: I do not think too much or too 
little has any effect. 

Dr. Matuory: The time she was treated was 
during her stay in California a year before. 

A Puysictan: You say she would not have 
cyanosis from enlarged thymus? 

Dr. Casot: Yes. I have never seen or read 
an account of thymus death or asthma in which 
actual obstruction was at all prominent. It has 
been wheezing and dyspnea, like an asthmatic 
attack. That the ‘‘unbelievable cyanosis,’’ the 
extreme cyanosis mentioned here, can be due to 
a thymus I do not believe. I think that is pri- 
marily from the heart with some other conditions 
complicating. Is there any record of that acute 
illness she had two weeks before? 

Dr. Mattory: Nothing more is known about 
that. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Congenital heart disease with congestive fail- 
ure. 

Adenoma of the thyroid? 

Exophthalmic goiter? 

Bronchopneumonia ? 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Congenital heart disease. 
Acute congestion. 
Enlarged thyroid. 
Enlarged thymus? 


ANATOMIC DIAGNOSES 
1. Primary fatal lesion. 


Congenital anomaly of the heart—interven- 
tricular septum defect. : 


2. Secondary or terminal lesions. 


Colloid adenoma of the thyroid. 

Bronchopneumonia. 

Sai passive congestion of the lungs and 
iver. 

Fatty degeneration of the myocardium. 


Dr. Mattory: This was a case of congenital 
heart disease. There was a large interventricu- 
lar septum defect two centimeters in diameter 
lying just underneath the aortic and pulmonary 
valves. All the cavities of the heart were en- 
larged, particularly the right ventricle. That is 
natural, because with an opening between the 
left and right ventricles of considerable size the 
right ventricle would have to produce as much 
pressure as the left or most of the blood would 
pass into the right ventricle and not out into the 
aorta. What often happens in these septum- 
defect cases is that the patients run along for 
many years symptomless or with only occasional 
symptoms. Then suddenly, for some reason 
which we very often cannot determine, it may 
be simply a little overexertion, it may be an 
acute infection, we get what is called a ‘‘shunt.”’ 
Where previously the current in the heart has 
always been running one way it suddenly turns 
and runs the other, and then we may get sudden 
decompensation and death. 

I imagine that this girl during most periods 
showed little cyanosis, and at certain intervals it 
became very marked, as we know it did at this 
terminal event. 

The immediate cause of death here was a 
fairly widespread bronchopneumonia. As to the 
thyroid, that was very much enlarged, more so 
than the physical examination would lead us to 
suspect. It measured seven by seven by six 
centimeters, weighing 130 grams. The normal 
for a girl of this age would be about thirty-five. 
The right lobe was practically normal in size and 
shape. The main tumor rested in the isthmus 
and the left lobe. On section it proved to be a 
very large colloid goiter. It was not the type of 
goiter that produces symptoms of hyperthyroid- 
ism. 

The thymus was of the normal size. A girl of 
fourteen is just about at the line where we might 
begin to expect atrophy, and I think this can 
rhaps be regarded as an abnormally persistent 
ymus, but it was not large enough to have 
been the cause of her symptoms. On the other 
hand the thyroid did unquestionably compress 
the trachea, which was distinctly narrowed at 
the level of the tumor. So that the cyanosis must 
in this case have been due to three factors no one 


Pneumonia? 


of which alone probably would have been suffi- 
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cient; but with a patent septum defect, a thyroid 
tumor that actually constricts the trachea, and a 
pneumonia, all three of which by themselves can 
produce cyanosis, the sum total produced the 
extreme degree present here. 

There was one other point of purely pathologi- 
cal interest. Through the intima of the ventricle 
the muscularis showed a rather marked degree 
of fatty degeneration. The greater portion of 
the intima was purplish in color, and against this 
bright yellow parallel stripes could be made out, 
the so-called tiger-striping. That is a condition 
which we ordinarily find only in extreme anemia, 
particularly pernicious anemia. In this case 
there was no anemia, but in all probability a 
polycythemia. I know no explanation of it un- 
less it should be directly due to anoxemia. 


CASE 13342 


A CASE OF HEMOPTYSIS TREATED BY 
OPERATION 


SurRGICAL DEPARTMENT 


A Russian Jewish office boy seventeen years 
old entered the hospital for the first time thir- 
teen and a half years before his third admis- 
sion. 

A month before admission he had an opera- 
tion on his nose under ether. Two days later he 
had headache, seventeen days later cough and 
foul sputum followed by pain in the chest. 

Resection of three inches of the sixth, seventh 
and eighth-right ribs was done and a lung ab- 
scess opened and drained. 

A year later he reported. The scar was solid. 
He still had some cough, and was not strong. 

In March three years and a half later he 
wrote that he had not been much better since 
the operation. He still coughed, and was in 
bed for about three months every winter. At 
the time of his second admission however he 
said that he had been in generally good health 
since his discharge, with some ‘‘asthma.’’ Un- 
til this illness he had weighed 90 pounds. After 
it he gained weight and was stout and strong, 
although he easily became dyspneic. 

Five years and a half after his discharge he 
entered the hospital for the second time during 
an influenza epidemic. He was in the hospital 
two weeks. A diagnosis of bronchopneumonia 
was made. At discharge his lungs were clear. 

After leaving the hospital he had blood 
streaked sputum for the first time. This in- 
creased in frequency and amount until a year 
after discharge. Then he came to the Consulta- 
tion Clinic. No tubercle bacilli were found in 
his sputum. 

X-ray showed the right chest generally less 
radiant than the left and limited in expansion. 
There were no definite localized areas of den- 
sity. The lung had very much the appearance 
of a lung with loss of function after convales- 


cence from an acute process. There was no def- 
inite evidence of acute pathology. 

He was sent to a farm near Lakeville for two 
years and was symptom free. On returning tv 
the city he went to work in a rubber factory and 
had a return of hemoptysis, frequent in slight 
amounts until a year before his third admission, 
seven years and a half after his last discharge. 
During that year he had many colds with cough 
and a little sputum, but no blood until three 
weeks before his readmission. Then without se- 
vere cough or other apparent reason frothy 
bright red blood appeared in the back of his 
mouth. After a slight cough the blood ap- 
peared to flow almost in a stream. This in- 
creased in amount until four days before admis- 
sion, when he said he raised three pints in one 
day. The day before admission he estimated the 
amount as a quart. He had had no pain in the 
chest, loss of weight, night sweats or recent se- 
vere cough. For some time he had had palpita- 
tion on exertion and slight hacking cough with 
a little thick yellow sputum. His weight was 
178 pounds. His appetite had been rather poor 
and his bowels more constipated recently. 

November 30 he entered the hospital for the 
third time. He now gave an additional past 
history of the removal of abscessed teeth. 


Clinical examination showed an obese man 


recoughing frequently. Skin warm. Mucosae 


slightly pale. Throat reddened. Tonsils large. 
Thorough examination of the chest was not done 
as it was felt inadvisable to have the patient 
cough or breathe deeply. On full inspiration he 
coughed. Dullness and diminished breathing 
and fremitus in the region of the old operation 
scar. Both apices very dull, the left slightly 
more so. Rather coarse moist rales at the right 
apex. Fingers clubbed. The rest of the exam- 
ination was negative. 

Before operation 12,750 to 5,800 leucocytes, 
64 per cent. polynuclears, reds 4,220,000 to 
2,910,000, hemoglobin 85 to 60 per cent., smear 
negative except for slight basophilia. Sputum, 
blood present at 4 examinations, no tubercie 
bacilli at 5. A large variety of organisms all of 
which were to be found intracellularly. Was- 
sermann negative. 

X-ray. The right apex showed mottled dull- 
ness as low as the third rib. The markings 
running to the hilus were thickened on both 
sides. The remainder of the lung fields was 
clear. There was nothing unusual in the ap- 
pearance of the left apex. There was deformity 
of the chest wall on the right at the site of the 
previous operation. 

A lung consultant made no examination in view 
of the hemoptysis, but favored a diagnosis of tu- 
berculosis at the right apex plus an old chronic | 
bronchiectasis. December 20 another lung con- 
sultant found dullness at the right apex pos- 
teriorly, no other signs in the back, sonorous 
rales and slight dullness throughout the lower 
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right chest in front to above the third rib. He 
reported, ‘‘The X-ray suggests tuberculosis at. 
the right apex, and the history of repeated bleed- 
ing with little else in the symptomatology is con- 
sistent with that diagnosis. The condition may 
be nontuberculous. The danger of spreading the 

infection by the hemorrhages and the danger of 
fatal hemorrhage seem to me to justify the re- 
sort to thoracoplasty. Pneumothorax is prob- 
ably not feasible on account of the previous oper- 
ation and adherent pleura.”’ 


Taken March 31, two months after the second operation. 


complained of severe pain in the flank and of 
poor sleep. 

January 27 a second operation was done. The 
next day the temperature was 101°, the pulse 
140. February 4 a small stitch abscess was 
opened. The rest of the wound was clean and 
healing well. After this he raised no more blool 
and made steady improvement. By February 8 
he had almost no cough or sputum and the tem- 
perature was normal. February 18 he was dis- 
charged improved. 


Shows diminution in the size of the right pleural cavity. 


Extending along the peripheral portion of the chest just medial to the shadow of the ribs is a shadow of increased density 
suggesting the outer border of an incompletely expanded lung with a superimposed shadow which appears to be thickened 


pleura. 


There is some haziness of the right infraclavicular region, probably representing the site of the original lesion. 


The 


right diaphragm is normal in contour, the respiratory excursion not impaired. The left chest is negative. 


Temperature 101.6° to 97.2°; after December 
1 and until operation .98.4° 100.8°. Before 
operation pulse 70 to 100.7, respirations normal. 

The patient continued to have cough and spu- 
tum at first suggestive of chronic suppuration, 
afterwards practically pure blood. 

January 4 operation was done, followed by 
transfusion of 500 cubic centimeters of blood. 
The patient was very uncomfortable after this, 
cyanotic, with a temperature of 100.4° to 102.6°, 
pulse 112 to 140, respirations 24 to 34. The 
wound healed well, with very little drainage. By 
January 11 he was much better, with much less 
cough. Temperature 100°, pulse 100. He con- 
tinued to raise a small amount of blood, and 


March 30 the patient was seen at the Out- 
Patient Pulmonary Clinic. He was practically 
symptom free, with slight cough, very little 
sputum and no blood. He now had a cold. He 
was gaining weight. Examination showed 
slightly diminished breathing on the right, no 
rales or rub. X-ray showed the entire right 
chest smaller than the left. Extending along 
the peripheral portion of the chest just medial 
to the shadow of the ribs was a shadow of in- 
creased density suggesting the outer border of 
an incompletely expanded lung with a super- 
imposed shadow which appeared to be thick- 
ened pleura. There was some haziness of the 
right infraclavicular region, probably repre- 


IN 
Ae 
i 
We, 
i 
Ad 
\ 


Volume 197 
Number 8 


CABOT CASE RECORDS 


317 


senting the site of the original lesion. The 
right diaphragm was normal in contour, the 
respiratory excursion not impaired. The left 
chest was negative. 


DISCUSSION 
BY MONROE A. MC IVER, M.D. 


In the ease that I discussed here a few weeks 
ago* I pointed out the relative frequency with 
which lung abseesses follow operations on the 
upper respiratory tract, operations on the ton- 
sils, the extraction of teeth, and operations on 
the nose, as contrasted with other types of 
operations. This case illustrates the same point. 
It might be interesting to mention that there 
are two theories as to the origin of the lung ab- 
scesses in these cases. One is that it is a blood- 
borne infection, and there is some recent ex- 
perimental work by Dr. Cutler which bears that 
out. The other theory is that it is due to an 
aspiration of bacteria, small pieces of tissue, ete. 
I do not think that the evidence is conclusive 
enough to establish one of these theories to the 
exclusion of the other. 

One year after his operation for lung abscess 
his wound had elosed, and there was no drainage. 
That I think is an excellent result, for it is usual- 
lv a long story after the opening of a lung ab- 
scess before the patient is entirely well; in addi- 
tion to the abscess cavity there is a wide margin 
of inflammation that takes some time to clear up. 

I take it that at the time he was sent to Lake- 
ville tuberculosis was suspected, since the clin- 
ical picture, the hemoptysis and the X-ray find- 
ings were consistant with that diagnosis. 

I think he probably grossly overestimated the 
amount of hemorrhage which occurred a short 
time before his last admission; hemoptysis is u 
very alarming occurrence, and the amount is 
not infrequently overestimated. Also I am in- 
fluenced by my knowledge of this man’s rather 
neurotic personality. 

I think it is generally recognized that it is 
quite dangerous to put a patient who has had 
any recent hemoptysis through any extensive ex- 
amination of the chest, so we do not have the 
results of a very thorough physical examination 
of his chest. The X-ray picture as you see 
shows an area of increased density in the right 
apex. There is no definite evidence of cavity 
formation. 

The character of this patient’s hemoptysis 
during his hospital stay was interesting. It con- 
sisted in constantly raising small amounts oi 
bright red blood mixed with a little mucus. None 
of the specimens that I saw was really suitable 
for an examination for tubercle bacilli. 

_ I do not believe it is possible to make a defin- 
ite differential diagnosis as to the cause of the 
hemoptysis. The report of the lung consultant 
sums up the situation very accurately and com- 
pletely and gives our reason for operative in- 
*Case 13103, published March 10, 1927. 


terference. The X-ray suggests tuberculosis at 
the right apex, and the history of repeated 
bleeding with little else in the symptomatology 
is consistent with that diagnosis. The condition 
may be nontuberculous. The danger of spread- 
ing the infection by the hemorrhages and the 
danger of fatal hemorrhage seem to me to justify 
the resort to thoracoplasty. 

The operation that is known as thoracoplasty 
is a comparatively recent addition to our attack 
on tuberculosis. Just as entire rest for the pa- 
tient is a fundamental principle of medical 
treatment of infections, so it is in surgery, plus 
rest for the local part affected. Aside from the 
heart I know of no organ in the body that is in 
a more continuous state of activity than the 
lungs. As to the method of securing rest for 
the lung, the older procedure was pneumothorax, 
or introducing air into the pleural cavity, thus 
doing away with the negative pressure and 2- 
lowing the diseased lung to collapse. There are 
certain cases in which this procedure cannot be 
carried out because the lung is held out to the 
walls of the pleural cavity by adhesions. Ia 
these cases it is possible to put the diseased lung 
at rest by causing the chest wall to collapse and 
compress the lung. The procedure is accom- 
plished by removing a section from the first to 
the eleventh rib posteriorly, taking out small 
sections of the upper ribs and increasing the 
length of rib removed as we go down. 

The operation in this instance was carried out 
under ethylene, which is superior to ether in 
eases of pulmonary tuberculosis. 


PRE-OPERATIVE DIAGNOSIS JANUARY 4 


Pulmonary tuberculosis? 
Hemoptysis. 


FIRST OPERATION 


Ethylene. Cresentic incision starting in the 
middle of the back over the first rib and extend- 
ing around below the angle of the right scapula. 
The posterior portions of the upper six ribs were 
removed extrapleurally. These sections varied 
in length from about one inch of the first rib 
to three inches of the sixth rib. Rubber dam 
drain. 


FurTHER DISCUSSION 


We very rarely now carry out this entire 
operation in one stage. We have found that 
there is much less shock in doing it in two stages, 
and the patients tolerate it much better. 

I intended to mention the fact that he had a 
transfusion following the first operation. The 
loss of blood had been going on for weeks, and 
we transfused him in order to combat a severe 
secondary anemia. 


SECOND OPERATION 


An incision was made over the posterior part 
of the right chest starting at about the level of 
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the sixth rib and carried down to the level of 
the twelfth rib. Sections of the ribs from the 
seventh to the eleventh inclusive were removed 
extrapleurally. The wound was closed by 1n- 
terrupted stitches. A small rubber dam drain 
was inserted. | 


FurTHER DISCUSSION 


I think it is fair to say that the immediate re- 
sults in this patient were very gratifying. The 
cough and hemoptysis stopped very quickly fol- 
lowing the operation ; and he had certainly been 
going downhill very rapidly under medical treat- 
ment. This operation is applicable only to a 
relatively very small group of patients suffer- 
ing from pulmonary tuberculosis. It requires a 
very careful study and sifting of the patients 
before it should be advised. But it does seem 
to be a very distinct addition to our methods of 
treating unilateral pulmonary tuberculosis. Dr. 
Lord’s statistics in this hospital show that it 1s 
very common to find the condition unilateral, at 
least in the early stages. 

A Paysician: What is the prognosis in this 
case ? 

Dr. McIver: I think he has a very encour- 
aging outlook, although it is too early to be sure 
about it. An X-ray film taken several montns 
after the operation showed marked diminution 
in the size of the right chest. Dr. Lilienthal of 
New York, who has had a large experience with 
this operation, feels that we do not get the full 
benefit of it for about twelve months. The col- 
lapse of the affected side is progressive. 


LATER NOTES 


Records of the Out-Patient Department show 
visits to the Pulmonary Clinic June 27 and July 
6 and 13. The patient was feeling well, eating 
and sleeping well and gaining weight. The tem- 
perature was normal. The opinion was that 
there were no signs of activity of pulmonary tu- 
berculosis. 

DIAGNOSIS 


Unilateral pulmonary tuberculosis. 
Thoracoplasty. 


REFERENCE TO SOME OF THE ACTIVI- 
TIES OF THE ROCKEFELLER FOUN- 
DATION 


Tue Rockefeller Foundation has published a 
résumé of the activities of the International 
Health Board in which two important functions 
are set forth. The first consists of aid to official 
publie health organizations in the development 
of administrative measures suited to local cus- 
toms, needs, traditions and conditions, and the 
second is field research in the epidemiology of 
disease which makes possible the application of 
advanced scientific knowledge in the develop- 
ment of an administrative program. It has 
concentrated especially on diseases of world- 
wide distribution and economic importance. As 


a result of its work, hookworm disease has al- 
most disappeared from the United States and is 
coming under control in other countries. The 
benefits effected are not confined to the living, 
for millions yet unborn will be saved from the 
suffering incident to this disease. 

Malaria has been studied and the results are 
very nearly as impressive as is the case with 
hookworm disease, but unfortunately the meth- 
ods employed in densely-populated areas cannot 
be applied in scattered rural areas because of 
the high per capita cost. But administrative 
measures concentrated on the one species of 
mosquito responsible for malaria in the United 
States provided more general control. 

So far as yellow fever control is concerned, 

although this can be effected in a given city it 
is difficult to eradicate the disease from a whole 
continent. 
_ The Board has aided governments at their 
invitation by sending trained men to assist in 
developing public health plans on a scientific 
basis but encourages governments to train their 
own workers. This has resulted in the estab- 
lishment of schools of hygiene and public health, 
and field training stations with the purpose of 
enabling young persons from foreign countries 
to prepare themselves for leadership in dealing 
with diseases in their own lands. 

During 1926 the International Health Board 
was associated with organizations in 88 States 
and countries throughout the world coverin 
campaigns for control of diseases and aiding in 
public health education. Fellowships for 253 
men and women of 31 different countries were 
provided and the Board entertained 16 foreign 
public health officials who came to this country 
to study public health work and institutions. 

Field training stations were maintained at 
Montgomery, Alabama, and Edenton, North 
Carolina. Contributions were made for the sup- 
port of training stations in Italy and Corsica 
and teaching centers in Poland. 

This preliminary information should lead to 
eareful study of the complete report which will 
be issued very soon. The whole world is indebt- 
ed to the Rockefeller Foundation for benefits 
already conferred and will continue to profit 
by its contributions to health activities and 
education. This foundation has set an example 
for others to follow. . 


DIPHTHERIA, SMALLPOX AND POLIO- 
MYELITIS GAIN IN PREVALENCE 


SUBSTANTIAL increases in the incidence of 
diphtheria, smallpox and poliomyelitis (infan- 
tile paralysis) were reported by State health 
officers for the week ended July 16, compared 
with the corresponding week of 1926, according 
to the weekly review of the prevalence of com- 
municable diseases made public August 6, by the 
Public Health Service. Prevalence of measles 
has declined nearly 50 per cent.—U. S. Daily. 
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BRAINS AND THE MAN 


T. Wingate Topp, of the Hamann Museum, 
Western Reserve University, in a witty and 
learned address delivered before the American 
College of Physicians last February, and recent- 
ly published in Science, dise>iwrsed on the study 
of brain volume and head size that has been 
under way at Western Reserve since 1913. The 
average brain volume for the adult white man 
is about 1500 c.c., and for highly intellectual 
men about 1550 ec. The average for Cleve- 
land’s social ineffectives who find their way to 
the University dissecting rooms was quite con- 
stantly within 10 ¢.c. of 1480 ¢.c. from 1913 to 
1917. In 1918 the average fell to 1410 c.c.; a 
year when all men except the most hopelessly 
incompetent were in the army or earning good 
wages. In 1919, however, after the armistice 
was signed and industrial stagnation set in; 


moreover when the demobilizing army threw | pe 


a horde of men upon a society which could not 
immediately absorb them, the average brain 
volume of social failures rose to 1520 c.c. The 
situation improved in 1920, and in that year the 
mean brain volume sank once more to near the 
pre-war level. 

Acute industrial depression set in during 


1921, however, and as a new class of men—men 
who could think and were yet unable to avoid 
their fate—entered the morgue by the suicide 
route, the average brain volume reached its 
highest level of 1500 c.c.—the level of intellectu- 
ality. Even before industrial relief was gener- 
ally apparent its approach was foreseen by the 
workers in the laboratory, for the barometer of 
brain volume fell steadily to its normal value. 
An analysis of the collected data now showed 
that no variation in head sizes had occurred dur- 
ing these remarkable years. Heads were no 
larger in 1919 and 1921 but the same sized 
heads contained larger brains; with industrial 
conditions becoming more desperate the thresh- 
old of social ineffectiveness became higher. 

‘‘Taking mean values,’’ the author concludes, 
‘*1480 e.c. are needed for a fool, 1500 c.c. for an 
honest man. And on the average a lady’s cock- 
tail saves us from inanity.’’ 


A HINT TO SCIENTISTS 


ONE of the most important problems in Medi- 
eal Journalism as found in State Journals is 
the difficulty experienced in securing high-grade 
papers for publication. Many writers submit 
papers which are without value so far as con- 
veying any valuable information and instruc- 
tion but which fill space that might be occupied 
by more informative productions. 

Some very valuable work is practically en- 
tombed in special Journals which do not reach 
the intelligent general practitioners who would 
be interested in keeping abreast of the times. 

The motive determining the selection of a 
journal for the publication of papers seems at 
times to be the wish to have special workers in 
a given department of medicine or allied science 
know that such and such a person is writing 
on a particular subject. 

Most institutions, such as medical schools and 
hospitals, where capable and well-trained men 
are studying disease send out comparatively lit- 
tle information which might be given to the 
outside world. 

There is an impression which we hope is not 
very general that Boston men are too conserva- 
tive and are disinclined to have published in- 
teresting phases of work which may be in a 
transitional stage but which would interest a 
considerable number of people. The objection 
to so called half-baked work is that it may do 
more harm than good which is often true, but 
if a medical school or hospital would have a 
publicity committee which would select and su- 
rvise material for publication there would un- 
doubtedly be found many reports which grad- 
uates of such institutions would appreciate. It 
is more or less evident that there is an impres- 
sion on the part of those engaged in research or 
study of some unsolved problems that the aver- 
age reader of medical Journals only cares for 
the end results of experiments or methods of 
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study employed by scientists but the established 
facts on which theories are built or by reason of 
which there is hope of important announcements 
are interesting to many so called practical per- 
sons. 

The claims of quacks which are purely for ad- 
vertising purposes appear to create a fear in the 
minds of well-trained and conservative investi- 
gators that they too will lose standing if there is 
lacking evidence of valuable results in the report 
of work in progress. 

Level-minded people are quite capable of see- 
ing through the camouflage of the pretender and 
honest workers may have no fear of being classed 
with the Spahlinger’s and the Abrams’ ilks. 

It would stimulate interest in medical schools 
and hospitals if the general medical professio: 
could be informed of what is under way in the 
purely scientific departments of research. 


EFFORTS TO EXTEND CHIROPRACTIC 
PRACTICE IN OHIO 


The Ohio State Medical Journal reports that 
a supplementary initiative petition purporting 
to contain about 83,000 signatures was filed with 
‘the Ohio Secretary of State on June 6th, 1927, 
by the group of chiropractors who are seeking 
‘to secure enactment of a vote of the people of 
a proposal to create a separate board of chiro- 
‘practic examiners with provision for greatly ex- 
tending the powers and authority of chiroprac- 
tors and with full power to establish rules and 
regulations governing this limited branch of 
practice. 

A previous petition of similar purport was 
considered by the House of Representatives and 
defeated by a vote of 31 for the bill and 75 
against it. 

This last petition under the Ohio law, together 
with the first petition, wiil be referred to the 
respective counties in which signatures were se- 
cured for a thorough check by the election board 
‘for duplication of names or false signatures. 

_ The result of this survey will determine the 
‘standing of the petition, and if found to meet the 
requirements of the law, will be placed on the 
ballot. If a majority of citizens voting in the 
election are in favor of the bill, it will become a 


law. 

The bill seeks to give to chiropractors all the 
rights and privileges of physicians as now de- 
fined in the Ohio law and would grant to chiro- 
practic schools equal rights and privileges with 
medical schools in Ohio. Chiropractors have 
been given the right to practice its limited field 
since 1915. The Ohio Journal makes the follow- 
ing objection to the bill: 

This proposed measure, if enacted, will disinteg- 
rate and destroy the present adequate, centralized 
responsible State authority, charged with the duty of 
determining the qualifications of all those who treat 
the sick, the effectiveness of which may be seen in 
the absence of the “diploma mill practitioners” dur- 


ing the recent national scandal in other States where 
multiple boards flourished. 

It would vitiate the statutes and regulations gov- 
erning mortality and morbidity. 

It would destroy the value of vital statistics now 
based upon an established system of international 
nomenclature. 

It would give chiropractors equal rights with regu- 
lar physicians in courts, as experts, and in practice 
under the Workmen’s Compensation law and in State 
institutions. 

It would annul the value of thousands of dollars 
now spent by the State in the control of com- 
municable and infectious diseases and in the enforce- 
ment of quarantine. 

It would seriously lessen the value of the State’s 
enforcement of the vaccination and antitoxin require- 
ments. 

It would permit the unqualified to treat, with im- 
punity, and with the State’s license, contagious, 
infectious and venereal diseases, thus destroying the 
effectiveness of present safeguards. 

It would practically wipe out the present health 
safeguards which have been established by statute. 

It would permit a special group to legally exploit 
the sick for commercial purposes. 

It would raise innumerable legal and constitutional 
questions concerning sanitation, control of diseases 
and quarantine measures. 

All of these things are possible under the proposed 
law, designed to accommodate the wishes of a small 
group or school of chiropractic that wish to dominate 
their particular field without regard for public health 
or other members of their limited practice. 


THIS WEEK’S ISSUE 
ConTAINS articles by the following authors: 


Loper, Hausty B. M.D. Dartmouth Medical 
School 1908; F.A.C.S., Visiting Surgeon, Bos- 
ton City Hospital; Consulting Surgeon, Choate 
Memorial Hospital, Woburn, Leonard Morse 
Hospital, Natick, and Nashua Memorial Hos- 
pital, Nashua. His subject is: ‘‘ Appendix Ab- 
scess Complicated by Incarcerated Hernia of 
Sear of Appendix Operation’’ and ‘‘A Cutan- 
eous Test of Arterial Competency.’’ Page 287. 
Address : 520 Commonwealth Avenue, Boston. 


Locke, E. A. Ph.B., A.M., M.D. Harvard 
Medical School 1901, . Clinical Professor of 
Medicine, Harvard Medical School; Visiting 
Physician, Boston City Hospital; Physician in 
Chief, Boston Sanatorium; Associate Director, 
Sharon Sanatorium. His subject is: ‘‘Lobar 
Pneumonia with Meningism’’ and ‘‘Pneumonia 
Associated with Rheumatic Fever.’’ Page 288. 
Address : 311 Beacon Street, Boston. 


FREEDMAN, Louis M. A.B., A.M., M.D. Har- 
vard Medical School 1904, F.A.C.S., Senior Vis- 
iting Surgeon for Diseases of Ear, Nose and 
Throat, Boston City Hospital, Visiting Surgeon 
of Diseases of Ear, Nose and Throat, Beth Israel 
Hospital. His subject is: ‘‘Lantern Slides of 
Lipiodal Injections in Lung Abscess.’’ Page 
289. Address: 475 Commonwealth Avenue, 
Boston. 


Wa Irvine J. A.B., M.D. Harvard Medi- 
eal School 1907, F.A.C.S., Visiting Surgeon, 


J 
, 
4 
> 
| 


Volume 1927 


Number 8 


EDITORIAL DEPARTMENT 


321 


Boston City Hospital. His subject is: ‘‘ Appen- 
dectomy, Complicated by Pylephlebitis.’’ Page 
290. Address: 520 Commonwealth Avenue, 
Boston. 


Hunter, Francis T. A.B., A.M., M.D. Har- 
vard Medical School 1924, Assistant in Medi- 
cine, Massachusetts General Hospital. Address: 
6 Commonwealth Avenue, Boston. Associated 
with him is 

Hanruia, SAMUEL 8. A.B., M.D. Harvard 
Medical School 1927, Assistant Resident Physi- 
cian Sanatoria Division, Boston City Hospital. 
They write on: ‘‘Chronie Benzol Poisoning.’’ 
Page 292. Address: 138 Walnut Street, Chelsea. 


IrvinG, FreperIcK C. A.B., M.D. Harvard 
Medical School 1910, F.A.C.S., Assistant Profes- 
sor of Obstetries, Harvard Medical School. His 
subject is: ‘‘Obstetrical Emergencies from the 
Clinie of the Boston Lying-In Hospital.’’ Page 
299. Address: 475 Commonwealth Avenue, 
Boston. 


ALLEN, ArtTHUR W. A.B., M.D. Johns Hop- 
kins Medical School 1913, F.A.C.S., Assistant 
Visiting Surgeon, Massachusetts General Hos- 
pital; Instructor in Surgery, Harvard Medical 
School. His subject is: ‘‘End Result Studies 
on Cireulatory Diseases of the Extremities 
Treated by Periarterial Sympathectomy.’’ Page 
304. Address: 99 Commonwealth Avenue, Bos- 
ton. 


Ritvo, Max A.B., M.D. Harvard Medical 
School 1922, Instructor in Roentgenology, Tufts 
Medical School; Visiting Roentgenologist, Bos- 
ton City Hospital; Roentgenologist, Moore Hos- 
pital, Brockton. His subject is: ‘‘The X-Ray 
in the Diagnosis of Appendiceal Abscess.’’ Page 
307. Address: 485 Commonwealth Avenue, 
Boston. 


Coves, PEaRcE M.D. Harvard Medi- 
cal School 1894, F.A.C.S., Surgeon to Out-Pa- 
tients, Massachusetts General Hospital; Assist- 
ant Surgeon, Boston Dispensary; Instructor in 
Surgery, Tufts College Medical School. His 
subject is: ‘‘A Forgotten Salisbury Surgeon: 
Edward Goldwyre 1706-1744.’’ Page 309. Ad- 
dress: 9 Newbury Street, Boston. - 


MISCELLANY 


A COMMISSION TO STUDY THE LAWS 
RELATING TO THE HEALING ART 


THE Legislature of the Commonwealth of 
Pennsylvania has adopted a resolution which 
was approved May 4, 1927, and which is defined 
as ‘‘A commission to study the laws relating to 
the healing art.’’ 

This commission is directed to ‘‘study the 
laws of the State and other States and countries 
relating to the education, examination, and li- 


censure of persons practicing the several 
schools of the healing art and the administration 
of such laws; to frame a bill, or bills, for the 
proper regulation, control, and administration 
of these various schools, and of persons engag- 
ing or intending to engage in the practice of the 
healing art; and to make a report of its work 
with drafts of legislation which it proposes.’’ 

The commission is composed of six non-medi- 
eal persons, a representative of the different 
schools as follows: one ‘‘allopathic,’’ one homeo- 
pathie, one eclectic, one chiropractic, one osteo- 
pathic, and one naturopathic. An appropriation 
of twenty thousand dollars has been made to 
meet the expenses of the commission. 

Pennsylvania rejected several suggested bills 
introduced by the various cults at the last ses- 
sion of the Legislature and the agitation by 
these cults is probably the reason for the ap- 
pointment of this commission. The present law 
in this State is regarded as one of the most rigid 
in its requirements with respect to the education 
and licensure of those who wish to represent 
scientific medicine according to the standards of 
the Council of Medical Education, but some of 
the cults did have recognition and we have not 
been informed of the repeal of special legisla- 
tion. 

This venture will be watched with interest for 
it is not presumable that with the large repre- 
sentations by the laity and those schools which 
have not been interested in promoting the high- 
est standards of scientific medicine, that any 
very constructive recommendations will come 
out of the commission. 

Massachusetts referred these subjects to a 
commission a few years ago but the Legislature 
would not endorse the very moderate recommen- 
dations of the majority of this commission. 
Practically every State is having to meet the 
contentions of those practitioners who are seek- 
ing special privileges under moderate require- 
ments which they wish to be administered by 
special boards. 

It is strange that the legislators are unable to 
see the fairness of a single standard governing 
the basic principles of practice leaving therapy 
to be selected according to the views of those 
who secure registration. A designation sup- 
ported by extravagant claims seems to be allur- 
ing to a great number of people and when to 


‘this is added the argument of oppression by a 


medical trust sympathy amounting to hysteria 
often overrides logic. 


BOSTON BETTER BUSINESS BUREAU OF 
BOSTON AND THE COMMISSIONER OF 
HEALTH OF BOSTON ) 


Tue Better Business Bureau is cooperating 
with the Health Commissioner of Boston in an 
investigation of complaints that a collector who 
represented that he was connected with an or- 
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ganization of City of Boston employees has been 
soliciting contributions from local food stores 
in the form of an advertising contract in a sou- 
venir program of the organization. In one 
ease, the collector said that he was connected 
with the Health Department and told the local 
dealer in a threatening and suggestive way that 
he was in a position to close him up. The Health 
Department is in no way connected with the 
organization in question and any such method 
of collection should be immediately reported to 
the police. 


PROPOSED REORGANIZATION OF THE 
AMERICAN SOCIETY FOR THE CON- 
TROL OF CANCER 


Action of far reaching importance to the 
American Society for the Control of Cancer is 
forecast by a report which was submitted to the 
Executive Committee by a Special Committee 
on Program, June 27, 1927. The action referred 
to promises to amount to the reorganization of 
the governing machinery of the Society. 

The plan provides for a Council of 100 elected 
each year by the members in place of the present 
Advisory Council. All State and provincial 
chairmen will be members of the new Council. 
There is to be a meeting of the Council at least 
once a year. It is thought that a change from a 
body of persons who once took an interest in the 
Society’s work but who are now less actively 
concerned in its affairs to one containing State 
chairmen and others intimately connected with 
the Society’s work will be a distinct improve- 
ment. 


The Executive Committee is to be reduced’ 


from 20 members to eight, and the number of 
Directors will be increased from five to nine. 
The change in the size of the Executive Commit- 
tee is designed to relieve a number of persons 
who cannot attend the meetings of the Commit- 
tee from responsibility in connection with it and 
make this body a more compact working unit. 
There will be standing committees on Publicity 
and Education, Clinics and Clinical Standards, 
Finance and Information. 

It is thought the Board of Directors should be 
enlarged because of the larger financial responsi- 
bility resulting from the accumulation of the 
million dollar endowment fund. 

It is proposed that the activities of the So- 
ciety be conducted substantially along the lines 
which have already been followed, but special 
emphasis will be laid upon the promotion of 
clinical facilities for the diagnosis and treatment 
of cancer, and the establishment of standards 
for the operation of institutional centers in ac- 
cord with the best professional knowledge and 
practice, the education of professional workers 
in the cancer field, and the collection and publi- 
cation of a wide range of information regarding 
the natural history of cancer. 

At the present time the Society is organized 


as follows: The Executive Committee consisting 
of 20 members is the governing board of the 
Society. It meets on the first Wednesday of 
each month excepting July, August and Septem- 
ber. There are no standing committees, it hav- 
ing been thought best in 1923 to appoint special 
committees from time to time, and have them go 
out of existence automatically upon completion 
of the work they were appointed to do. The 
president of the Society is now the chairman of 
the Executive Committee. 

The Board of Directors, comprising five mem- 
bers, meets from time to time to discuss such 
business as may properly come before it. The 
particular functions of the Board of Directors 
have been connected with the financial work of 
the Society. 

The Advisory Council consists of about 100 
members. It does not hold meetings but its 
members are available for consultation and ad- 
vice individually. ~ 

The annual meeting of the Society takes place 
the first Saturday in March. On this occasion 
reports are formally presented by the Board of 
Directors, Executive Committee and Managing 
Director covering the financial, supervisory and 
executive details of the past year’s work and 
presenting a program and budget for the ensu- 
ing year. The election of the officers, Advisory 
Council, Executive Committee and Board of 
Directors for the coming year takes place and 
the new members of the Society admitted condi- 
tionally during the course of the year are form- 
ally elected. In the evening the Society holds a 
dinner for the Advisory Council. Notice of the 
annual meeting is given to the members through 
the columns of Campaign Notes. 

The movement for the improvement of the 
Society’s organization was initiated a short time 
after the Mohonk meeting in September, 1926, 
and is an outcome of the enlarged and more 
stable financial establishment of the Society. 
At the October meeting of the Executive Com- 
mittee, the Managing Director was requested to 
prepare a program for the Society’s work cov- 
ering a period of two years. A draft of this 
report was presented at the regular November 
meeting of the Executive Committee. It con- 
tained the Managing Director’s views together 
with the opinions of various members of the 
Executive Committee which he had solicited in 
the preparation of this report. The Executive 
Committee decided that the report should be 
made the special order of business at its Decem- 
ber meeting. Copies were then sent to all the 
members of the Executive Committee so that 
they could become familiar with it before the 
meeting. The report covered many subjects, 
including the past and present activities of the 
Society, its organization and finances. It was 
impossible to say even approximately at the time 
the report was made how much money the Soci- 
ety would have to spend. Consequently, the 
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program proposed was conditioned upon the 
money which would be available to pay the cost 
of carrying it out. At the meeting a resolution 
was passed providing for the appointment of a 
special committee on program to give broad con- 
sideration to the subject. The personnel of the 
Committee consisted of Mr. Thomas M. Debe- 
voise, Chairman; Mr. Curtis E. Lakeman, and 
Drs. Haven Emerson, James Ewing and, later, 
Dr. Francis Carter Wood. The committee held 
numerous meetings at most of which President 
Taylor and Dr. Soper were present. 

Following is the report of the Special Commit- 
tee to the Executive Committee of the American 
Society for the Control of Cancer: 


Gentlemen : 

Your committee, appointed to recommend 
such changes in the organization and activities 
of the Society as may seem to it desirable, sub- 
mits the following report: 


ORGANIZATION 


I. Amend the Charter and By-Laws so as to 
provide for— 

(a) A board of Directors consisting of nine 
members to be elected, three each year by the 
Members of the Society at their annual meeting ; 

(b) A council to act in an advisory capacity 
consisting of not more than one hundred mem- 
bers to be elected each year by the Members of 
the Society at their annual meeting ; 

(ec) An Executive Committee to be eomposed 
of the President, Vice-President, Treasurer, and 
Secretary of the Society and the Chairmen of 
the Standing Committees provided for by the 
Society’s By-Laws; the Executive:‘Committee to 
elect its own Chairman; quorum to consist of 
five. 


It is to be noted— 

(1) That the officers of the Society—Presi- 
dent, Vice-President, Secretary, and Treasurer 
—will be elected as in the past by the Board of 
Directors ; 

(2) The President of the Society will be the 
Chairman of the Council and the Vice-Presi- 
dent, the Vice-Chairman ; 

(3) The By-Laws, which will be subject to 
amendment at any meeting of the Members, will 
provide at first for four Standing Committees, 
to be appointed by the President: (a) Commit- 
tee on Publicity and Education, (b) Committee 
on Information, (¢) Committee on Clinics and 
Clinical Standards, (d) Finance Committee ; 

(4) The Board of Directors and the Execu- 
tive Committee may appoint committees for 
their work; 

(5) The By-Laws will provide that all State 
and Provincial Chairmen shall be members of 
the Council and that the Council shall meet each 
year at such times and places as the Executive 
Committee shall designate. 


II. It is suggested that in addition to the 
present members of the Board of Directors—the 
four officers and the Chairman of the Finance 
Committee—four of the persons who have 
helped most in the organized campaign for the 
million dollar endowment be invited to be mem- 
bers. 


RECENT DEATHS 


CLARK—Dr. FREDERICK TIMOTHY CLARK, an eye, 
ear, nose and throat specialist of Westfield, died in 
that town after a long illness, August 16, 1927, at the 
age of 53. 

He was born in Granville, March 27, 1874, and was 
a graduate of Albany Medical College, New York, in 
1896. Following his graduation Dr. Clark served 
in the Albany City Hospital and later in the Hudson 
River State Hospital. After his removal to Westfield 
in 1901 he became surgeon in charge of the eye, ear, 
nose and throat department of the Noble Hospital, 
and also surgeon for the Sarah Gillet Home and the 
Shurtlieff Mission. 

Dr. Clark was made a captain in the United States 
Marine Corps on October 2, 1918, and a major in 
December of the same year. At the conclusion of his 
service as chief of the eye, ear, nose and throat de- 
partment of General Hospital 1, New York, he was 
honorably discharged on October 25, 1919. 

Besides being a Fellow of the American College of 
Surgeons he was a member of the Massachusetts 
Medical Society, the American Medical Association, 
and the Academy of Ophthalmology, Rhinology and 
Oto-Laryngology. 


QUINBY — Dr. Hosea Mason Quinsy, a retired 
member of the Massachusetts Medical Society, for- 
merly superintendent of the Worcester State Hospi- 
tal, died at his home in Worcester, August 14, 1927, 
at the age of 87. 

Dr. Quinby was born in Meredith, N. H., April 19, 
1840, was graduated from Brown University in 1865 
and from Harvard Medical School in 1868, having 
served as sergeant to the Twenty-seventh Maine Vol- 
unteer Regiment from September, 1862, to July, 1863. 
He studied in Berlin and Vienna after graduating in 
medicine, and, on his return, became assistant super- 
intendent of the Worcester Insane Asylum. From 
1890 to 1911, when he retired, he was superintendent 
of the Worcester State Hospital. He was a councilor 
of the State medical society from 1898 to 1907. He 
held memberships in the American Psychiatric Asso- 
ciation and the New England Society of Psychiatry. 

He was a person of mental breadth, a capable ad- 
ministrator, and possessed a genial nature which 
enabled him to acquire and retain a large circle of 
intimate friends. 

Dr. Quinby is survived by his wife and a son, Dr. 
William Quinby, who is Clinical Professor of Urology 
at Harvard Medical School and in charge of the 
Department of Urology at the Peter Bent Brigham 
Hospital. 


OBITUARY 
RUDOLF MAGNUS—1872-1927 


Few deaths can bring a greater loss to scienti- 
fic medicine than that of the distinguished pro- 
fessor of pharmacology at Utrecht. After 
spending the winter and early summer in mov- 
ing to the new pharmacological institute which 
had been built for him at Utrecht, Professor 
Magnus went to Switzerland for a holiday, and 
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there, late in July, was found one morning dead 
in his bed. Professor Magnus began his career 
in Heidelberg in 1899 as an assistant in pharma- 
cology. His investigation upon the action of 
arsenic (Arch. f. exp. Path. and Pharm., 42, 265, 
1899) and upon the action of various drugs on 
the gut won a wide reputation for him early in 
life, and he later became professor of pharma- 
cology at Utrecht. A winter spent in Sherring- 
ton’s laboratory at Liverpool in 1908 stimu- 
lated his interest in the physiology and pharma- 
cology of the central nervous system and in 1909 
he issued from the laboratory at Liverpool the 
first of a series of notable publications on the 
reflex regulation of movement (Pfliiger’s 
Archiv, 130, 219, 1909). In 1912 appeared 
Magnus’ classic paper with de Kleyn upon the 
influence of the position of the head upon the 
tonus of the extremities. Since then the reflex 
responses to rotation of the neck have been 
termed the Magnus and de Kleyn reflexes. Be- 
tween 1912 and the present year nearly 150 pa- 
pers upon various aspects of the postural re- 
flexes have appeared from Magnus’ laboratory. 
Not the least important contribution was his 
monograph KO6rperstellung which appeared 
early in 1924 in which was summarized vast 
literature which had grown up in this field 
which Magnus had made so peculiarly his own. 

During his intensive study upon reflex regu- 
lation of posture and movement, Magnus was 
also active in the pursuit of pure pharmacology. 
An important paper on vomiting appeared ia 
1914 (Pfliiger’s Arch., 157) and an important 
contribution on the action of choline appeared 
in 1925 (Miinch. Med. Woch. 249). His other 
pharmacological contributions are too numerous 


_ to mention but one may recall that having an- 


alyzed the postural reflexes, he used them wv 


| study the action of various drugs upon the cen- 


tral nervous system. 

In his researches upon the physiology of pos- 
ture, Magnus set himself the problem of trans- 
lating anatomical facts into physiological lan- 
guage. The study of central nervous anatomy, 
he argued, is futile without analysis of funce- 
tion. He was thus never attracted to the pure- 
ly morphological problems of neurology, save 
as they were linked with a study of function, 
and it is fair to say that no one in recent years 
has made more highly important contributions 
to the functional anatomy of the central ner- 
vous system than Rudolf Magnus. 

Personally he was a genial, friendly man, 
though a very hard worker, and he possessed 
to an unusual degree the gift of lucid exposi- 
tion. Such three dimensional problems as the 
influence of the semicircular canals upon the 
posture of the four extremities Magnus luci- 
dated with exceptional ease and clarity and 
what is even more astonishing, he could do it in 
a tongue which was not his own. Many will re- 
call with pleasure his visit to Boston in June, 


1926. At the dinner following the Croonian 
Lecture which was given by Magnus in 1925 
the president of the Royal Society, in propos. 
ing the lecturer’s health, remarked ‘‘Magnum 
est quae Magnum fecit.’’ Though uttered as 
a pleasantry, no dictum could have been more 


appropriate. J. F. F. 
ORGANIZATION OF THE ROCKEFELLER 
FOUNDATION 


THE following are the members and office 
the Rockefeller Foundation for 1927 wider . 
new plan of organization: 

Members: John G. Agar, John W. Davis, Da- 
vid L. Edsall, Simon Flexner, Raymond B. Fos- 
dick, Herbert 8. Hadley, Charles E. Hughes, 
Vernon Kellogg, John D. Rockefeller, Jr., Wick- 
liffe Rose, Julius Rosenwald, Martin A. Ryer- 
son, Frederick Strauss, George E. Vincent, 
George H. Whipple, William Allen White, Ray 
Lyman Wilbur. 

Officers: John D. Rockefeller, Jr., Chairman 
of Board of Trustees; George E. Vincent, Presi- 
dent; Edwin R. Embree, Vice-President in New 
York office; Roger S. Greene, Vice-President in 
the Far East; Selskar M. Gunn, Vice-President 
in Europe; Frederick F. Russell, M.D., Director 
International Health Division; Richard M. 
Pearce, M.D., Director Division of Medical Edu- 
cation; Norma S. Thompson, Secretary; Louis 
G. Myers, Treasurer; George J. Beal, Comp- 
troller. 

Executive Committee: The President, Chair- 
man; John G. Agar, Simon Flexner, Raymond 
B. Fosdick, Vernon Kellogg, Wickliffe Rose, 
Frederick Strauss, Norma S. Thompson, Secre- 


tary. 

International Health Division: The Presi- 
dent, Chairman; Simon Flexner, Vernon Kel- 
logg, Wickliffe Rose, William Allen White. 

Division of Medical Education: The Presi- 
dent, Chairman; David L. Edsall, Frederick 
= George H. Whipple, Ray Lyman Wil- 

ur. 

Finance Committee: John D. Rockefeller, Jr., 
Chairman; Raymond B. Fosdick, Frederick 
Strauss. 

The Foundation holds regular meetings in 
February and November. The executive com- 
mittee holds monthly meetings.—Science. 


CONNECTICUT DEPARTMENT OF HEALTH 
MORBIDITY REPORT FOR THE WEEK ENDING 
6, 1927 


Diphtheria 7 Chickenpox 21 
Last week 23 Influenza 1 
Diphtheria bacilli Malaria ss 3 
carriers 4 Mumps eo 14 
Typhoid fever 1 Pneumonia, loba 8 
Last week 3 Poliomyelitis 11 
Scarlet fever 10 Septic sore throat 2 
Last week 10 Tuberculosis, pulmo- 
Measles 19 nary 30 
Last week 10 Tuberculosis, other 
Whooping cough 47 forms 
Last week | 26 Gonorrhea 40 
Bronchopneumonia 9 Syphilis 81 


Y 
Pa 
q 
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DISEASE INCIDENCE IN CONNECTICUT 
WEEK ENDING JULY 30 


1927 


DISEASE 


Average cases reported for 


week corresponding to July 30 


for past seven wecks. 


Week ending July 17 


Week ending July 24 


Week ending July 31 . 


Actinomycosis 

Anthrax 

Botulism 

Cerebrospinal Meningitis 
Chickenpox 


Conjunctivitis, infectious 
Diphtheria 

Dysentery, Amoebic 
Dysentery, Bacillary 
Encephalitis, Epidemic 


. Favus 


German Measles 
Hookworm Infection 
Influenza 

Leprosy 


Malaria 
Measles 


Mumps 
Paratyphoid Fever 
Pneumonia, (Broncho)* 


Pneumonia, Lobar 
Poliomyelitis 
Scarlet Fever 
Septic Sore Throat 
Smallpox 


Tetanus 

Trachoma 

Trichinosis 
Tuberculosis (pulmonary) 
Tuberculosis ( o,f.) 


Typhoid Fever 
Typms Fever 
Whooping Cough: 
Gonorrhoea 
Syphilis 


SB 


ort t ending July 9 


t) 
5 
2 
2 
45 


«a 


Week ending July 23 


orw 


Rie patie 


26 
37 


rer ending July 30 


1 San 


¢ ‘Average for two years, Made roportable Jan. 1,.1925 
Remarks: No cases of cholera, Asiatic, glanders, plague, rabies in humans 
and yellow fever during the past seven years, 


St Week ending July 10 
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DISEASE INCIDENCE IN CONNECTICUT 
WEEK ENDING AUGUST 6 es 
| DISEASE nies 1927 © 1926 
° 
“ 
33 e 
| 3 2 2 
bd au 
$464 2852 3 
656-2 4-2 
Actinomycosis - - j - - - 
5 Anthrax ; - - - - - - = - 
Botulism - - ~ - - - - - - 
Cerebrospinal Meningitis 2 1 - - 2 - - 1 - 
Chickenpox 45 30 33 21 5 29 18 9 12 
Conjunctivitis, infec. - - - - - - - - - 
Diphtheria 22 16 23 17 +|22 ll 9 9 16 
Dysentery, Amoebic - - - - - - - - 
Dysentery, Bacillary - - - - 1 - - 
Encephalitis, Epidemic - - - - - - - - - 
Favus | - - - - - - - - - 
German Measles - 2 - - 1 4 2 4 2 
Hookworm Infection - - - - - - - - - 
Influenza - 2 3 1 2 - - 1 5 
Leprosy - - - - - - 
Measics 41 21 10 19 {35 76 48 25 78 
Mumps 21 6 6 1 3 2 3 3 - 
Paratyphoid fever - - - - - - - 1 - 
Pneumonia, (Broncho) * 16 15 8 9 | 6 8 7 16 6 
Pneumonia, Lobar 12 10 5 8 6 8 12 9 7 
Poliomyelitis 3 - 1 il 2 - - 2 1 
Scarlet Fever 18 ll 10 10 420 18 21 16 15 
Septic Sore Throat - - - - i 1 - 2 2 
Smallpox - - - - - - - - - 
Tetanus 1 1 1 - - 2 - 1 - 
Trachoma - - - - - - - OR 
Trichinosis - - - - - ~ - - - 
Tuberculosis (pul.) 55 35 85 30 | 32 30 35 27 28 
Tuberculosis (o.f.) 3 1 4 7 2 6 1 1 1 
Typhoid Fever 3 2 3 1 ;10 7 2 4 7 
Typhus Fever - - - - - 
Whooping Cough 32 27 26 47 {50 35 45 32 20 
Gonorrhoea 12 18 26 40 {18 44 11 56 19 
Syphilis 10 9 37 81 ‘20 43 7 42 12 


*Average for two years. Made reportable Jan. 1, 1925. 
Remarks: No cases of cholera, Asiatic, glanders, plague, rabies in humans 
and yellow fever during the past seven years, 
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NEWS ITEMS 


DR. FRANCIS D. DONOGHUE IS VISITING 
EUROPE—Dr. F. D. Donoghue, medical advisor to 
the Industrial Accident Board, is abroad and in addi- 
tion to visits at various medical centers will spend 
a considerable proportion of his time at Heidelberg, 
where he will pay especial attention to the study 
of cancer. 


DR. GEORGE H. BIGELOW CALLS ATTENTION 
TO THE DANGER INCIDENT TO RABIES—Using 
a recent death of a woman from rabies as an example, 
Dr. Bigelow, Commissioner of Health for Massachu- 
setts, has issued a letter through the daily papers 
calling attention to the prevalence of rabies among 
dogs in this Commonwealth, and urging vaccination 
of dogs and early anti-rabid treatment in all cases 
bitten by rabid dogs. 


NOTICES 
UNITED STATES PUBLIC HEALTH SERVICE 


CHRONOLOGICAL LiIsT OF CHANGES OF DUTIES AND StTA- 
TIONS OF COMMISSIONED AND OTHER OFFICERS OF THE 
Unitren States Pustic HEALTH SERVICE 


AucustT 10, 1927 


Assistant Surgeon L. F. Badger—Relieved from 
duty at United States Quarantine Station, Honolulu, 
T. H., and assigned to duty at Leprosy Investigation 
Station, Honolulu, T. H—August 3, 1927. ‘ 

Passed Assistant Surgeon L. W. Tucker—Relieved 
from duty at Leprosy Investigation Station, Honolulu, 
T. H., and assigned to duty at United States Quar- 
antine Station, Honolulu, T. H.—August 3, 1927. 

Surgeon G. W. McCoy—Directed to proceed on Au- 
gust 19, 1927, from Washington, D. C., to Rolla and 
St. Louis, Mo., and return, in connection with field 
investigations of trachoma—August 5, 1927. 

Surgeon Lawrence Kolb—Directed to proceed on 
or about August 13, 1927, from Washington, D. C., 
to Harrisburg, Pa., in connection with field investiga- 
tions of narcotic addiction—August 5, 1927. 

Surgeon C. V. Akin—Relieved from duty at Rose- 
bank, N. Y., upon expiration of leave, on August 11, 
1927, and assigned to duty at New Orleans, La., in 
connection with prevention of smallpox and other 
epidemic diseases in the flooded area—August 6, 1927. 

Surgeon K. E. Miller—Relieved from duty at New 
Orleans, La., on arrival of Surgeon C. V. Akin, and 
assigned to duty at Stapleton, N. Y., M. H. No. 21— 
August 6, 1927. 

Assistant Surgeon F. J. Halpin—Relieved from duty 
at Hongkong, China, upon arrival of Assistant Sur- 
geon F. C. Stewart, and assigned to duty at Washing- 
ton, D. C.—August 6, 1927. 

Surgeon Charles Armstrong—Directed to proceed 
from Washington, D. C., to Richmond, Va., and re- 
turn, to investigate suspected cases of typhus fever— 
August 6, 1927. i 

A. A. Surgeon Fleetwood Gruver—Relieved from 
duty at Tampico, Mex., and assigned to duty at the 
Quarantine Station, Galveston, Texas—August 6, 1927. 
_ Special Expert R. R. Parker—Directed to proceed 
from Hamilton, Mont., to Twin Falls, Idaho, to attend 
meeting of the Idaho State Medical Association on 
August 29-31, 1927—August 8, 1927. 

A. A. Surgeon L. M. Taylor—Relieved from duty 
at Galveston, Tex., upon arrival of A. A. Surgeon 
Fleetwood Gruver, and assigned to duty at Tampico, 
Mex.—August 8, 1927. 

Surgeon F. A. Carmelia—Directed to proceed on 
August 15, 1927, from Washington, D. C., to Milford, 
Del., and return, to inspect the quarantine tugs un- 
der construction at that place—August 8, 1927. 


Surgeon L. E. Hooper—Relieved from duty at Sta- 
pleton, N. Y., upon arrival of Surgeon K. E. Miller, 
and assigned to duty at Rosebank, N. Y., Quarantine — 
Station—August 8, 1927. 

A. A. Surgeon B. A. Wight—Relieved from duty at 
Stapleton, N. Y., and assigned to duty with the Unit- 
ed States Coast Guard—August 8, 1927. 

Official: 


H. S. CumMInG, Surgeon General. 


NOTICE OF EXAMINATION FOR ENTRANCE 
INTO THE REGULAR CORPS OF THE UNITED 
STATES PUBLIC HEALTH SERVICE 


Examinations of candidates for entrance into the 
Regular Corps of the United States Public Health 
Service will be held at the following named places 
on the dates specified: 

At Washington, D. C. 
At Chicago, IIl. 


November 7, 1927 
November 7, 1927 
At New Orleans, La. November 7, 1927 
At San Francisco, Calif. November 7, 1927 


Candidates must be not less than 23 nor more than 
32 years of age, and they must have been graduated 
in medicine at some reputable medical college, and 
have had one year’s hospital experience or two years’ 
professional practice. They must pass satisfactorily 
oral, written and clinical tests before a board of medi- 
cal officers and undergo a physical examination. 

Successful candidates will be recommended for 
appointment by the President, with the advice and 
consent of the Senate. 

Requests for information or permission to take this 
examination should be addressed to the Surgeon 
General, United States Public Health Service, Wash- 
ington, D. C 

H. S. CummineG, Surgeon General. 


DR. ROBERT F. MATHEWS GOES ABROAD FOR 
STUDY 


Dr. Robert F. Mathews of 390 Main Street, Worces- 
ter, Mass., will spend several months in Budapest, 
Hungary, under Dr. Jylles at the University Urologi- 
cal Clinic. 


REPORTS AND NOTICES OF 
MEETINGS 


PRELIMINARY PROGRAM OF THE THIRTY-SEV- 
ENTH ANNUAL MEETING OF THE AMERICAN 
ELECTROTHERAPEUTIC ASSOCIATION, SEP- 
TEMBER 12, 13, 14, 15, 1927, IN NEW YORK 


HEADQUARTERS, MEETING AND EXHIBIT ROOMS AT THE 
HoTeL PENNSYLVANIA — ALL LEGALLY LICENSED 
PHYSICIANS ARE WELCOME 


MonpDAY, SEPTEMBER 12, A. M. AND P. M. 


Registration: At the Hotel Pennsylvania from 
9 A. M. to noon and from 2 to 5 P. M. 

Technical Exhibits: At the Hotel Pennsylvania, 
open all day. 

Clinics: Clinics will be held all day Monday and 
on Friday afternoon in physical therapy departments 
of hospitals and in private laboratories. The Com- 
mittee on Clinics will be ready to furnish any addi- 
tional information at the registration desk. 


SCHEDULE OF CLINICS 


Charles W. Stokes, M.D., 25 West 43rd Street— 
Demonstration of desiccation and electro-coagulation 
and use of the electrotome, in treatment of diseased 
tonsils. 10 A. M. and 11 A. M. 
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Polyclinic Medical School and Hospital, 341 West 
50th Street—General physical therapy clinic. Medi- 
cal, surgical, orthopedic, neurological, pediatric, geni- 
to-urinary, and nose and throat cases. Richard Ko- 
vacs, M.D., and staff. 10 A. M. 

William B. Snow, M.D., 1650 Broadway (5ist Street) 
—Demonstration of static modalities in actual cases. 
10 A. M. and 11 A. M. 

Reconstruction Hospital, 395 Central Park West 
(corner 100th Street )—General physical therapy clin- 
ic. Special features: Traumatic cases, peripheral 
nerve injuries, electrical muscle testing. Treatment 
in wards. Hydrotherapy. E. C. Titus, M.D., and 
Richard Kovacs, M.D. 11 A. M. and 3 P. M. 

Postgraduate Hospital, 20th Street and Sccond Av- 
enue—Physical therapy clinic attached to dermato- 
logical department. All modern physical measures 
applied for the treatment of skin conditions. Joseph 
J. Eller, M.D. .2 to 4 P. M. 

United States Veterans’ Bureau, 225 West 34th 
Street—General physical therapy clinic. Demonstra- 
tion of modified diathermy and ultraviolet rays in 


nose and throat conditions. Application of sinusoidal } 


current for the relief of bronchial asthma and gastro- 
ptosis. Physical measures applied to other cases. 
Charles R. Brooke, M.D. 2 P. M. and 3 P. M. 

Hospital for Ruptured and Crippled, 321 East 42nd 
Street—Physical therapy in a large orthopedic clinic. 
“Body mechanics in medicine.” A. Whitman, M.D. 
2 P.M. Presentation of cases and treatment: K. G. 
Hansson, M.D. 2:30 P. M. 


Hospital for Joint Diseases, 1919 Madison Avenue 


(at 123rd Street)—General physical therapy clinic. 
Demonstration of physics laboratory, methods of in- 
structing physical therapy personnel and correlation 
of hospital and clinic work. Posture classes. Jerome 
Weiss, M.D. 3 and 4 P. M. 


MONDAY EVENING, SEPTEMBER 12 
OPENING SESSION, 8 P. M. 


1. “The Medical Profession and Physical Therapy” 
(Presidential address). Curran Pope, M.D., Louis- 
ville, Ky. 

2. Address of Welcome. Hon. Louis I. Harris, 
Commissioner of Health, New York City. 

3. “Rational Physical Therapy.” John H. Kellogg, 
M.D., Battle Creek, Mich. 


TUESDAY, SEPTEMBER 13, 9 A. M. 


- Executive Session. Election of Committee on Nom- 
ination. 

Scientific Session, 9:15 A. M. 

4. “Searching for Truth in the Field of High Fre- 
quency Currents.” Burton B. Grover, M.D., Colorado 
Springs. 

5. “Efficient Types of High Frequency Apparatus 
and Accessories.” (Report of the Committee on In- 
duced Currents and Apparatus.) Frederic DeKraft, 
M.D., New York City. 

6. “Apparatus for Producing Straight, Surging, and 
Cross Fire Diathermy.” (Report of Committee on 
Standardization of Physical Therapeutic Apparatus.) 
Edward C. Titus, M.D., New York. Discussion of 
High Frequency papers opened by E. J. G. Wadding: 
ton, M.D., Detroit. 

7. “Physiological Effects of Heat.” (Report of 
Committee on Standardization of Physical Therapeu- 
tic Measures.) William T. Johnson, M.D., Philadel- 
phia. Discussion by A. B. Hirsh, M.D., New York. 

8. (a) “Principles of Hydrotherapy.” (Report of 
Committee on Hydrotherapy, Thermotherapy and 
Apparatus.) W. H. Dieffenbach, M.D., New York. 

(b) “A Brief Résumé of Some Results in Hyperten- 
sion Cases by Hydrotherapy.” John W. Torbett, M.D., 
Marlin, Texas. Discussion opened by Curran Pope, 
M.D., Louisville, Ky. 


TurspDAY, SEPTEMBER 13, 3 P. M. 


9. “Gonorrhea in the Male.” William Bierman, 
M.D., New York. Discussion opened by Leopold Brah- 
dy, M.D., New York (by invitation). 


10. “Medical Diathermy in Gynecology.” Morti- 
mer M. Hyams, M.D., New York (by invitation). 


11. “Surgical Diathermy in Gynecology.” A. Da- 
vid Willmoth, A.M., M.D., Louisville, Ky. Discussion 
opened by Disraeli Kobak, M.D., Chicago. 


12. “Excision of Prostatic Bar by Cutting High 
Frequency Current.” (Lantern slides.) Clyde W. 
Collings, M.D., New York (by invitation). Discus- 
sion opened by Edward L. Keyes, M.D., New York 
(by invitation). 


13. “The Menace of Commercialized Exercise.” 
(Report of Committee on Therapeutic Exercise.) 
C. Ward Crampton, M.D., New York. Discussion 
opened by F. D. Ewerhardt, M.D., St. Louis, Mo. 


TUESDAY, SEPTEMBER 13, 8 P. M. 
Annual business meeting (for Fellows only). 


WEDNESDAY, SEPTEMBER 14, 9 A. M. 


Executive Session. 
Scientific Session, 9:15 A. M. 


14. “Recent Developments in Phototherapy and 
Apparatus.” (Report of the Committee on Photo- 
therapy and Apparatus.) Frank T. Woodbury, M.D., 
New York. Discussion opened by Edgar Mayer, M.D., 
Saranac Lake, N. Y. 


15. “Some Effects of Light and Carbon Dioxide on 
Growth and Flowering of Plants.” (Lantern slides.) 
John M. Arthur, Ph.D., Yonkers (by invitation). Dis- 
cussion opened by F. O. Reed, M.D., Yonkers, N. Y. 


16. “Radiant Energy and Protoplasmic Action.” 
Edwin N. Kime, M.D., Indianapolis. Discussion 
opened by William Benham Snow, M.D., New York; 
A. D. Willmoth, M.D., Louisville, Ky. 


17. “Physiotherapy as an Aid to Surgical Proce- 
dures in the Nose and Throat.” John McCoy, M.D., 
New York (by invitation). Discussion opened by 
Charles F. Stokes, M.D., New York; Charles R. 
Brooke, M.D., New York. 

18. “Sinus Toxicosis Treated by Physical Therapy.” 
ee opened by Jeremiah J. Corbett, M.D., Bos- 

n. 


WEDNESDAY, SEPTEMBER 14, 2 P. M. 


19. “The Direct Current and Its Ideal Requisite.” 
(Report of Committee on Direct Continuous Currents 
and Apparatus.) J. E. G. Waddington, M.D., Detroit. 
Discussion opened by E. C. Titus, M.D., New York. 

20. “Some Physiological Effects of Mechanical 
Vibration.” (Report of the Committee on Mechani- 
cal Vibration.) Mary L. H. Arnold Snow, M.D., New 
York. Discussion opened by William Martin, M.D., 
Atlantic City. . 

21. “Grenz (Infra Roentgen or Borderline) Rays 
in Therapy.” (Lantern slides.) Gustav Bucky, M.D., 
New York. Discussion opened by Howard Fox, M.D., 
New York (by invitation). 

22. “Radiotherapy in Deafness.” Charles F. 
Stokes, M.D., New York. Discussion opened by John 
McCoy, M.D., New York (by invitation). 

23. “Irradiation Therapy.” (Report of Committee 
on Radiotherapy and Apparatus.) J. Douglas Mor- 
gan, M.D., Philadelphia. Discussion opened by Sin- 
clair Tousey, M.D., New York. 


WEDNESDAY, SEPTEMBER 14, 7 P. M. 


Testimonial Dinner to Frederic DeKraft, M.D. 

Toastmaster: E. C. Titus, M.D., New York. 

Speakers: William L. Clark, M.D., Philadelphia, 
Charles F. Stokes, M.D., New York, William Benham 
Snow, M.D., New York. 
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THURSDAY, SEPTEMBER 15, 9 A. M. 


24. “Progress of Education in Physical Therapy.” 
(Report of Committee on Education in Physiother- 
apy.) A. B. Hirsh, M.D., New York. Discussion 
opened by Harold Rypins, M.D., Secretary of the New 
York State Board of Medical Examiners, Albany (by 
invitation). 

25. “Visual Teaching in Electrotherapy.” (Dem- 
onstrations and lantern slides.) Richard Kovacs, 
M.D., New York. Discussion opened by E. C. Titus, 
M.D., New York. 

26. “Terminology of Physical Therapeutics.” (Re- 
port of Committee on Terminology.) Charles F. 
Stokes, M.D., New York. 

27. “Physical Therapy of the Right Upper Abdom- 
inal Quadrant. Sylvio Lafortune, M.D., Montreal. 
Discussion opened by Anthony Bassler, M.D., New 


York. 

28. “Dietetic Treatment of Obesity.” (Report of 
Committee on Dietetics.) Anthony Bassler, M.D., 
New York. Discussion opened by John W. Torbett, 
M.D., Marlin, Texas. 


THURSDAY, SEPTEMBER 15, 2 P. M. 


29. “Physical Measures in Rheumatoid Arthritis.” 
Mary L. H. Arnold Snow, M.D., New York. Discus- 
sion opened by William Benham Snow, M.D., New 
York. 

30. “Non-Operative Treatment of Exophthalmic 
Goitre.’ William Benham Snow, M.D., New York. 
Discussion opened by Israel Bram, M.D., Philadelphia 
(by invitation). 

31. “Treatment of Premalignant and Malignant 
Diseases of the Skin by Means of Electrothermic 
Coagulation, Roentgen Rays, and Radium.” (Lan- 
tern slides.) J. Thompson Stevens, M.D., Montclair, 
N. J. Discussion opened by William L. Clark, M.D., 
Philadelphia. 


32. “Modern Physical Therapy in the Removal of 
Birth Marks.” (Lantern slides.) Joseph J. Eller, 
M.D., New York. Discussion opened by J. Frank 
Fraser, M.D. (by invitation). 

33. “The Technic of X-Ray Epilation of the Face 
Without Erythema.” M. A. Lyons, M.D., New York. 
Discussion opened by Louis Frank, M.D., New York 
(by invitation). 


Fripay, SEPTEMBER 16, 9 A. M. 


34. “Recent Studies in Static Blectricity.” (Re- 
port of Committee on Static Currents and Appara- 
tus.) William Benham Snow, Jr., M.D., New York. 


35. “Clinical Experiences in the Use of Eleciro- 
therapy.” John Hunter, M.D., Toronto, Canada. 
36. “Physical Measures in Some Traumata of the 


Back.” M. A. Cohen, M.D., Boston. Discussion opened 
by Arthur L. Brown, M.D., Winchester, Mass. — 

37. “Bronchial Asthma.” William G. Lewi, M.D., 
Albany. 

38. “Radiant Light and Heat in Respiratory In- 
fections of Children.” Margaret R. Reynolds, M.D., 
New York. 

39. “Radiant Light in Treatment of Gonorrhoeal 
reo steel James J. Armstrong, M.D., Douglas, 

Zz. 


COMMUNICATIONS FROM ABROAD 


40. “Idiosyncrasy to Phototherapy.” Foveau de 
Courmelles, M.D., Paris. . 

41. “Carbon Arc Therapy.” Axel Reyn, M.D., Co- 
penhagen, Denmark. 

42. “Evolution and Tuberculosis.” J. Inglis Par- 
sons, M.D., Bournemouth, England. 


FripAy, SEPTEMBER 16, P. M. 


CLINICS 


_ United States Veterans’ Bureau, 225 West 34th 
Street—Charles R. Brooke, M.D. 2 and 3 P. M. 


Hospital for Ruptured and Crippled, 321 Bast 42nd 
Street—S. Kleinberg, M.D., 2 P. M.; K. G. Hansson, 
M.D., 2:30 P. M. 

Reconstruction Hospital, 395 Central Park West 
(corner 100th Street)—E. C. Titus, M.D., and Richard 
Kovacs, M.D. 3 P. M. 

Hospital for Joint Diseases, 1919 Madison Avenue 
(at 123rd Street)—Jerome Weiss, M.D. 3 and 4 P. M. 

Postgraduate Hospital, 20th Street and Second Av- 
enue—Joseph J. Eller, M.D. 2 to 4 P. M. 

For detailed information apply to Richard Kovacs, 
223 Bast 68th Street, New York. 


THE NEW ENGLAND HEALTH 
INSTITUTE 


THE 1927 New England Health Institute, or- 
ganized under the auspices of the State Com- 
missioners of Public Health, will be held at 
Providence, Rhode Island, from September 27th 
to October 1st. The sessions will be conducted 
at the State Normal School opposite the State 
House. 

Dr. B. U. Richards, State Commissioner of 
Health of Rhode Island, is Executive Director 
of the Institute and Dr., Marion Albro Gleason 
of the Division of Child Welfare of the Rhode 
Island State Board of Health is General Chair- 
man of the Program Committee. 

The Chairmen of the several sections of the 
Institute are as follows: 

Stanley H. Osborne, M.D., Connecticut, Pub- 
lic Health Administration. 

Clarence L. Scamman, M.D., Massachusetts, 
Preventable Diseases. 

Mr. Stephen DeM. Gage, Providence, R. I., 
Sanitation and Engineering. 3 

Dr. George F. Smith, Massachusetts, 
al Diseases. 
Dr. Elizabeth Ingraham, Connecticut, Child 


Hygiene. | 
Health 


Venere- 


Miss Edith L. Soule, Maine, Public 
Nursing. 

Miss Helen Powers, Providence, R. I., Social 
Work. 

Dr. Paul J. Ewerhardt, Providence, RB. L, 
Mental Hygiene. 

Mr. Luther D. Burlingame, Providence, R. I., 
Industrial Hygiene. 

Charles Dunean, M.D., New Hampshire, 
Foods and Food Control. 

Charles Dalton, M.D., Vermont, Health Edu- 
cation. 

Mr. Frank Kiernan, Massachusetts, Tubercu- 
losis, 


ANNOUNCEMENT—CLINICAL CONGRESS 
OF PHYSICAL THERAPY AND SIXTH 
ANNUAL MEETING AMERICAN COL- 
LEGE OF PHYSICAL THERAPY 


Tue American College of Physical Therapy 
announces that plans have been completed for 
its 1927 Clinical Congress of Physical Therapy 
and 6th Annual Meeting, to be held at the Hotel 
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Sherman, Chicago, October 31st to November 
5th. 

The program is extraordinary in character. 
The first three days are to be devoted to a school 
of instruction. For this purpose the country’s 
most prominent clinicians and teachers have 
been selected and intensive fundamental and 
clinical training will be given. There will be 
one day of sectional meetings, the following dis- 
tinct sections being represented: (1) Medicine, 
Diagnosis, Pediatrics and Endocrinology; (2) 
Surgery, Gynecology, Urology, Orthopedics; 
(3) Eye, Ear, Nose, Throat, Oral Surgery. 

The fifth day of the Congress will be devoted 
to a Joint Session. Numerous special addresses 
by some of the foremost leaders in medicine wil! 
be offered. These will be of general interest to 
all whether in one specialty or another. The 
closing day will be given over to hospital and 
dispensary clinics. 

Inasmuch as physical therapy has made such 
rapid strides in the past few years, a gathering 
such as this is of vital interest to every prac- 
titioner and specialist. The program in itself 
is attractive but additional features in scientific 
and commercial exhibits, demonstration clinics, 
small group conferences, ete., will help to make 
this congress an unusual event. 

Physicians in good standing in their county 
societies are eligible to attend as are also tech- 
ga and doctor’s assistants properly vouched 
or. 

Those contemplating attendance are urged to 
enroll by mail as early as possible. The fee for 
whether fellows of the college or not. Non-fel- 
the instruction classes is $10.00 payable by all 
lows of the college must pay in addition a regis- 
tration fee to the assemby of $5.00. Send for 
program and information to Chairman, Conven- 
tion Committee, American College of Physical 
Therapy, Suite 820—30 N. Michigan Avenue. 
Chicago. 


CLINICAL CONGRESS OF THE AMERI- 
CAN COLLEGE OF SURGEONS 


ANNOUNCEMENT BY Dr. FRANKLIN Martin, 
DirEcTOR GENERAL 


August 12, 1927. 

Editor of Boston MeEpicaL ANp SurGIcAL 
JOURNAL. 

Dear Doctor: 

The surgeons of Detroit and Ann Arbor have 
arranged a splendid program of clinics and 
demonstrations for the Seventeenth Annual 
Clinical Congress October 3-7. The program, 
as presented in a booklet, is comprehensive and 
varied, covering all phases of surgery. A dis- 
tinetive feature will be a series of clinics illus- 
trative of diagnosis, operative and postoperative 
treatment of surgical conditions, conducted by a 
— of the best known surgeons on this con- 

inent. 


For the ophthalmologists and otolaryngolo- 
gists a specially attractive program of clinics 
and demonstrations has been prepared with 
many eminent specialists participating. The 
morning sessions of this section will be held at 
the Statler Hotel; the afternoon hours being 
reserved for operative clinics and demonstra- 
tions in the hospitals. 

Several distinguished English and Conti- 
nental surgeons will appear on the program, 
among them being Sir John Bland-Sutton of 
London, Chief Surgeon of the Middlesex Hospi- 
tal; Professor Alexander, of Vienna, otologist ; 
Professor Essen-Moller of Lund, Sweden, 
gynecologist, and Professor Gammeltoft, of Co- 
penhagen, Denmark, obstetrician. 

The complete program for the Detroit session 
will be issued about September 15. 

Reduced railway fares have been authorized. 

Very truly yours, 

Frankuin H. Martin, Director-General. 


BOOK REVIEWS 


Lehrbuch der Speziellen Chirurgie fur Studier- 
ende und Arzte. By Horrat Pror. Dr. J. 
HocHENEGG und GeH. Mep.-Rat Pror. Dr. E. 
Payr. Erster Band. Berlin, Urban and 
Schwarzenberg, 1927. Paper, pp. 816. 


This volume contains the surgery of the head 
and neck including cranial surgery, nose ani 
throat, goitre and dental surgery, as well as the 
surgery of the surface of the head and neck. 
The section on cranial surgery devotes very con- 
siderable space to skull fracture and hardly 
enough to brain tumor, but the text is sound 
and the illustrations are good. Certain of the 
finer diagnostic points, such as_ventriculo- 
graphy, are not included. The surgery of the 
thyroid is more complete, but even here the 
description of the operative methods employed 
is hardly up-to-date, and the diagrams and illus- 
trations do not give as clear a picture as one 
might wish of the various procedures outlined. 
These two sections are spoken of in detail and 
to the reviewer’s mind the same criticism holds 
good of the rest of the book. 

It may well be that this book will fill a place 
in Germany as a text book for students, but I 
doubt if it can be of great value to the practi- 
tioner. In this country we expect a system »f 
surgery to be complete, authoritative and thor- 
oughly up to date, so much so that the specialist 
ean turn to it for reference when he is in doubt 
and the general surgeon can study it when he 1s 
forced to branch out into a special field. 

It may be that we exepct too much, but these 
high standards have been set and to the Amer!- 
can surgeon, whether a general surgeon or one 
who devotes his attention to some special field, 
this book will be a disappointment. ; 

The book is well illustrated, particularly in 
regard to gross pathology. 
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The Heart and Its Diseases. By Dr. CHaruEs 
W. CHAPMAN. 


This is a short handbook primarily intended 
for students and practitioners. It makes very 
easy reading because of the physical printing 
and arrangement of chapters and because of the 
simplicity of the medical point of view that pre- 
vails throughout. It contains many sane bits 
of advice which is well exemplified in the note 
that mild jaundice can be completely overlooked 
unless the patient is observed in daylight. It is 
pleasing to find under ‘‘methods of examina- 
tion’? a remark such as the following, ‘‘ At first 
it would be unnecessary to go into the many de- 
tails here given, but at times it will be found 
that a comparatively unimportant item in the 
family or personal history, will give the clue 
towards a correct diagnosis.’’ This is strikingly 
true in cardio-vascular diagnosis. An objection 
may be taken by some when the author attaches 
importance in causing myocardial degeneration 
to aleohol and beer, and excess in the consump- 
tion of carbohydrates. Altogether, the volume 
serves the purposes for which it is intended, but 
of course cannot be relied upon as a book of 
reference. 


BOOKS RECEIVED FOR REVIEW 


Transactions of the American Gynecological Soci- 

ety. 1926. Philadelphia: C. V. Mosby Company. 314 
ages. 

: The Teeth and Health. By J. Sim Wallace. 

don: Faber & Gwyer. 214 pages. 

Ultra-Violet Radiation and Actinotherapy. By 
eanor H. Russell and W. Kerr Russell. New York: 
William Wood & Co. 429 pages. Price, $5. 

Die Chirurgie. Berlin: Urban & Schwarzenberg. 

Indekationen fur die operative Behandlung der 
Frauenkrankheiten. Walther Benthin. Berlin: Ur- 
ban & Schwarzenberg. 226 pages. 

Tuberculosis of the Lungs. By Thompson and Ford. 
New York: William Wood & Co. 179 pages. Price, $4. 

The Fifth Avenue Hospital Clinics. New York: 
Paul B. Hoeber, Inc. 336 pages. Price, $5. 

History of Cardiology. By Louis F. Bishop and 
John Neilson, Jr. New York: Medical Life Press. 
71 pages. Price, $5. 

Methods and Problems of Medical Education. New 
York: Rockefeller Foundation. 275 pages. 

The Harvey Lectures. Baltimore: Williams & Wil- 
kins. 229 pages. 

Proceedings of the American Association of Medi- 
cal Milk Commissions. 340 pages. 

Practical Nursing. By E. M. and A. R. Hassard. 
a York: William Wood & Co. 407 pages. Price, 

3.50. 

The Ship-Surgeon’s Handbook. By A. Vavasour 
Elder. New York: William Wood & Co. 523 pages. 
Price, $3.75. 

Bacteriological Atlas. By Richard Muir. New 
York: William Wood & Co. 134 pages. Price, $4.50. 

Obstetrics for Nurses. By Joseph B. DeLee. Phila- 
delphia: W. B. Saunders Company. 635 pages. Price, 


Lon- 


The Treatment of Venereal Disease in General 
Practice. By E. T. Burke. London: Faber & Gwyer. 
162 pages. 

Epidemic Diseases of the Central Nervous System. 
By A. S. MacNalty. London: Faber & Gwyer. 194 
pages. 


Surgical Clinics of North America. Volume 7, Num- 
ber 1. February. Philadelphia: W. B. Saunders 
Company. 235 pages. Price: $12 per year, paper; 
$16, cloth. 

Acta Scholae Medicinalis. Volume 9, Numbers 1, 
2 and 4. Kioto: Universitas Imperialis. 

The Evolution of Tubercule. By Allen K. Krause. 
New York: Journal of the Outdoor Life. 95 pages. 
Price, $1. 

Venereal Disease, Its Prevention, Symptoms and 
Treatment. By Wansley Bayly. London: Faber & 
Gwyer. 242 pages. 

Principles of Chemistry. By Joseph H. Roe. St. 
Louis: C. V. Mosby Company. 378 pages. Price, $2.50. 

Tiger Trails in Southern Asia. By Richard L. Sut- 
ton. St. Louis: C. V. Mosby Company. 207 pages. 
Price, $2.25. 

Management of the Sick Infant. By Langley Por- 
ter and William E. Carter. St. Louis: C. V. Mosby 
Company. 726 pages. Price, $8.50. 

Examination of Children by Clinical and Labora- 
tory Methods. By Abraham Levinson. St. Louis: 
C. V. Mosby Company. 192 pages. Price, $3.50. 

Adapted Group Gymnastics. By Lillian Curtis 
Drew. Philadelphia: Lea & Febiger. 150 pages. 
Price, $1.75. 

An Autobiography of Dudley Allen Sargent. 
L. W. Sargent. Philadelphia: Lea & Febiger. 
pages. Price, $2. 

A Manual of Gynecology. By John Osborn Polak. 
Philadelphia: Lea & Febiger. 402 pages. Price, $5. 

Diseases of the Skin. By Oliver S. Ormsby. Phila- 
delphia: Lea & Febiger. 1262 pages. Price, $11. 

Diseases of the Digestive Organs. By Charles D. 
Aaron. Philadelphia: Lea & Febiger. 927 pages. 
Price, $11. 

Urinary Surgery. By William Knox Irwin. New 
York: William Wood & Co. 271 pages. Price, $4. 

Practical Gastroscopy. By Jean Rachet. New 
York: William Wood & Co. 148 pages. Price, $5.50. 

Interpreters of Nature. By George Newman. Lon- 
don: Faber & Gwyer. 296 pages. 

Master Minds in Medicine. By John C. Hemmeter. 
New York: Medical Life Press. 771 pages. Price, $10. 

Should We Be Vaccinated? By Bernard J. Stern. 
New York: Harper & Bros. 146 pages. Price, $1.50. 

Studies from the Rockefeller Institute for Medical 
Research. Volume LIX. 660 pages. 

Roentgen Rays in Dermatology. By L. Arzt and 
H. Fuhs. New York: William Wood & Co. 202 pages. 
Price, $6. 

Die Chirurgie. Berlin: Urban & Schwarzenberg. 

Nurses and Nursing. By Alfred Worcester. Cam- 
"a Harvard University Press. 173 pages. Price, 
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The Heart and Its Diseases. By Charles W. Chap- 
man. New York: William Wood & Co. 216 pages. 
Price, $3.50. 

Practical Medicine Series—Obstetrics and Gynecol- 
ogy. By Joseph B. DeLee and John O. Polak. Chi- 
cago: The Year Book. 598 pages. 


Practical Method in Venereal Diseases. By David 
Lees. New York: William Wood & Co. 605 pages. 
Price, $5. 


Birth Injuries of the Central Nervous System. By 
F. R. Ford, Bronson and Marian C. Putnam, Harvard 
Medical School. Baltimore: Williams & Wilkins Com- 
pany. 164 pages. Price, $4. 

Social Factors in Medical Progress. By Bernard J. 
Stern. New York: Columbia University Press. 136 
pages. Price, $2.25. 

The International Medical Annual. New York: 
William Wood & Co. 560 pages. Price, $6. 

A Textbook of Medicine. Philadelphia: W. B. Saun- 
ders Company. 1500 pages. Price, $9. 

The Normal Chest of the Adult and the Child. By 
J. A. Myers. Baltimore: Williams & Wilkins Com- 
pany. 419 pages. Price, $5. 
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The Medical Department of the Army. By James 
A. Tobey. Baltimore: Johns Hopkins Press. 161 
pages. Price, $1.50. 

Forty-ninth Annual Report of the Department of 
Health of the State of New Jersey. 1926. 280 pages. 

Diseases of the Skin and Syphilis. By Albert 
Strickler. Philadelphia: F. A. Davis. 689 pages. 
Price, $8. 

The Life and Work of Sir Patrick Manson. By 
Philip H. Manson, Bahe and A. Alcock. New York: 
William Wood & Co. 273 pages. Price, $5.50. 

Lister as I Knew Him. By John Rudd Leeson. 
New York: William Wood & Co. 212 pages. Price, 
$3.50. 

The Health of the Child of School Age. New York: 
Oxford University Press. 204 pages. Price, $1.80. 

A Manual of Bacteriology. By Robert Muir and 
James Ritchie. New York: Oxford University Press. 
821 pages. Price, $4.75. 

Intracranial Tumors and Some Errors in Their 
Diagnosis. By James Purves Stewart. New York: 
Oxford University Press. 206 pages. Price, $3.75. 

A Handbook of Diseases of the Stomach. By Stan- 
ly Wyard. New York: Oxford University Press. 387 
pages. Price, $5. 

An Illustrated Guide to the Slit Lamp. By T. Har- 
rison Butler. New York: Oxford University Press. 
144 pages. Price, $9. 

Malarial Psychoses and Neuroses. By William K. 
Anderson. New York: Oxford University Press. 395 
pages. Price, $13. 

Surgical Clinics of North America. Philadelphia: 
W. B. Saunders Company. 

Practical Otology. By Morris Levine. Philadel- 
phia: Lea & Febiger. 387 pages. Price, $5.50. 

An Outline History of Ophthalmology. By Thomas 
Hall Shastid. Price, $1.25. 

Directory of the American Board of Ophthalmic 
Examinations. 1927. 

Manual of Psychiatry. By Aaron J. Rosanoff. New 
York: John Wily & Sons, Inc. 

Health Behavior. By Thomas D. Wood and Marion 
O. Lerrigo. Bloomington, I1l.: Staff Publishing Com- 
pany. 150 pages. 

Cystoscopy. By James B. Macalpine. New York: 
William Wood & Co. 284 pages. Price, $7. _ 

City Health Administration. By Carl E. Coombs. 
New York: Macmillan. 524 pages. 

Approaching Motherhood. By George L. Broad- 
head. New York: Paul B. Hoeber. 193 pages. Price, 
$1.50. 

How to Make the Periodic Health Examination. 
By Eugene L. Fisk and J. Ramser Crawford. New 
York: Macmillan Company. 393 pages. Price, $4. 

Clinical Physiology. By R. J. S. MeDowall. New 
York: D. Appleton & Co. 

The Religion Called Behaviorism. By Louis Ber- 
man. New York: Boni & Liveright. 153 pages. 
Price, $1.75. 

Practical Lectures. Second Series. New York: 
Paul B. Hoeber. 590 pages. Price, $7. 

Bone Sarcoma. By Anatole Kolodny. Chicago: 
Surgical Publishing Company. 214 pages. 

Dental Education in the United States and Cana- 
da. By William J. Gies. New York: Carnegie Foun- 
dation. 692 pages. 

Pioneer Medicine in Western Pennsylvania. By 
Theodore Diller. New York: Paul B. Hoeber, Inc. 
230 pages. Price, $3, | 

Lectures on Internal Medicine. By Knud Faber. 
New York: Paul B. Hoeber. 147 pages. Price, $3. 

Disorders of the Nose, Throat, and Ear. By Aaron 
Roth. Brooklyn: Physicians and Surgeons Book Com- 
pany. 238 pages. Price, $2.50. 


The Human Body in Pictures. By Jacob Sarnoff. 
Brooklyn: Physicians and Surgeons Book Company. 
120 pages. Price, $2. 

The Medical Department of the United States Army 
in the World War—Surgery. Washington: Govern- 
ment Printing Office. 1324 pages. Price, $4. 

Hernia and Hernioplasty. By Ernest M. Cowell. 
New York: Paul B. Hoeber. 128 pages. Price, $3.50. 

Stammering—Its Causes and Cure. By Benjamin 
N. Bogue. Indianapolis: Benjamin N. Bogue. 279 
pages. 

Overcoming Tuberculosis. By Gerald B. Webb and 
Charles T. Ryder. New York: Paul B. Hoeber. Price. 
$2. 

Studies from the Rockefeller Institute for Medical 
Research. New York: Rockefeller Institute for Medi- 
cal Research: 615 pages. 

International Clinics. Volume II. 1927. Philadel- 
phia. J. B. Lippincott Company. 308 pages. 

Textbook of Bacteriology. By William W. Ford. 
Philadelphia: W. B. Saunders Company. 1069 pages. 
Price, $8.50. 

America’s Human Wealth. By Edward A. Woods. 
New York: F. S. Crofts & Co. 193 pages. Price, $2. 

The Nature of Disease. By J. E. R. McDonagh. 
London: William Heinmann. 434 pages. 

Lippincott’s Pocket Formulary. By George E. 
Rehberger. Philadelphia: J. B. Lippincott. Price, $3. 

Evolution of Preventive Medicine. By Arthur News- 
holme. Baltimore: Williams & Wilkins. 226 pages. 
Price, $3. 

Collected Papers of the Mayo Clinic and the Mayo 
Foundation. Volume XVIII, June, 1927. Philadel- 
phia: W. B. Saunders Company. 1329 pages. Price, 
$13. 

The American Illustrated Medical Dictionary. W. 
A. Newman Dorland. Philadelphia: W. B. Saunders 
Company. 1388 pages. Price, $7 

Textbook of Pathology. By Alfred Stengel and 
Herbert Fox. Philadelphia: W. B. Saunders Com- 
pany. 1138 pages. Price, $10. 

The Care of the Patient. By Francis W. Peabody. 
Cambridge: Harvard University Press. 48 pages. 
Price, $1. 

Joseph, Baron Lister. By A. Logan Turner. Lon- 
don: Oliver & Boyd. 182 pages. 

The New Medical follies. By Morris Fishbein. 
New York: Boni & Liveright. 235 pages. Price, $2. 

Standard Methods. By Augustus B. Wadsworth. 
Baltimore: Williams & Wilkins Company. 704 pages. 
Price, $7.50. 

The History of the Incandescent Lamp. By John 
W. Howell and Henry Schroeder. Schenectady, N. Y.: 
The Maqua Company. 208 pages. 

Therapeutic Malaria. By G. de M. Rudolf. New 
York: Oxford University Press. 223 pages. 

The Thomas Splint and Its Modifications. By 
Maurice Sinclair. New York: Oxford University 
Press. 168 pages. 


G. W. Theobald. New York: Oxford University Press. 
258 pages. 

A Textbook of Psychiatry. By Henderson and Gil- 
lespie. New York: Oxford University Press. 520 
pages, 


New York: Oxford University Press. 
Price, $3.75. 


346 pages. 


York: Oxford University Press. 275 pages. 


Jaffrey. 95 pages. Price, $1 


Normal Midwifery for Midwives and Nurses. By. 


Ker’s Manual of Fevers. Revised by Claude Rundle. 


Diseases of the Newborn. By James Burnet. New 


The Normal Person. By David C. Torrey. N. H. 
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